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Communication Barriers of the Older Person 


Arwoop Hupson, Pu.D., Rockford 


M 


cognizant of the pressing need for planning tor 


any evidences appear showing that the. citi- 


zens of Illinois are becoming increasing]! 


the rising number of the aged. The demonstra 
tion and research program currently in progress 
under the auspices of the Illinois Publie Aid 
Commission, the “Rockford Plan” for extending 
Blue Cross and Blue Shield services, and the 
Conterence on Aging held in Springtield in Sep- 
tember, 1959, are only a few specific indications 
of the growing awareness of the needs of the 
senior citizens of Illinois. The matter is urgent 
because, by 1965, it is estimated that one person 
in every 10 in I]linois will have reached age 65, 
Furthermore, the present life expectancy of men 
at age 65 is approximately 13 years while women 
of that age are expected to survive for 1514 
additional years. 

There has been apparent concern for proyid- 
ing medical care for the aged, for appropriate 
housing, recreation facilities, and part-time em- 
ployment. But little attention has been given to 
the communication barriers of the elderly. The 
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ability to understand and be understood is a 
primary human need. If the physician is to ad- 
minisier to health needs of the older person suc- 
cessfully, if the nurse in the geriatric ward is 
to manage him effectively, if the family is to 
play its proper role in making him feel needed 
in the home, if the nursing home personnel is 
to help him make an adjustment, he must be 
able to speak intelligibly and to understand 
what is said to him, 

/ What are the communication problems among 
{the aged? Loss of hearing probably is the most 


prevalent. As long ago as 1940, the National 


Health Survey reported that in the age group 
65-74, 73 men and 54 women in every 1,000 had 
an average hearing loss of 47 decibels or more 
for the critical frequencies, 1,024 and 2,048 cy- 
cles. With improvement of equipment and in 
testing techniques developed within the inter- 
vening 20 years, the incidence doubtless is great- 
er than these figures indicate. A more recent 
study demonstrated that the aged often have dit- 
ficulty in discrimination for speech, even though 
the threshold responses to the puretone audiom- 
eter may show only a mild loss. 





[ “Although there is a dearth of statistical in- 
formation on incidence, the loss of language due 
jto cerebral vascular accident is prevalent among 
the aged.\A third increasingly frequent commu- 
lication problem results from surgical removal of 
ye larynx. The American Cancer Society, which 
is currently conducting a survey to determine 
the number of laryngectomees living in the 
United States, estimates they total between 
12,000 and 15,000. Approximately 4,400 new 
cases of cancer of the larynx are reported each 
year, and this figure is said to be increasing 
by four per cent. Men outnumber women ten to 


one. The average age of laryngectomees is be- 
tween 55 and 60. Because the survival rate is 
high, many are in the 65-and-over age group. 
(In addition to the above, there are problems of 
/voice and articulation resulting from such seri- 
ous neuropathologies as parkinsonism, multiple 
Lsclerosis, and chronic bulbar palsy. 


Remedies for defects 


What are the possibilities of rehabilitation for 
the aged who may have a handicapping hearing 
loss, language deficits, loss of voice, dysarthria, 
or a combination of defects? Just as Dr. Howard 
Rusk has urged physicians to get their hemi- 
plegics out of the back beds of the medical wards 
and out of the back bedrooms of homes and to 
teach them ambulation and self-care, so the 
speech pathologist urges a dynamic approach to 
speech and language rehabilitation. Included in 
the plan are speech and language therapy, lip 
reading, and fitting of hearing aids, followed by 
a program of auditory training. Dr. Rusk and 
his associates reported at the conclusion of a 
four year study that, “despite the handicaps of 
age, disease, and relatively long duration of 
symptoms, services should be extended to a larg- 
er number of aphasic patients.” 

Dr. Margaret Lefevre, consultant in speech 
and hearing of the Highland View Hospital in 
Cleveland, on the basis of her experience, says, 
“Speech therapy may benefit patients at an age 
when they once would have been considered too 
old. It has been determined that age per se is 
not a primary determining factor.” The clinical 
experience of the writer at the Rockford College 
Speech Clinic corroborates these reports. 

Hearing conservation programs conducted in 
nursing homes have revealed that periodic oto- 
logical and audiological evaluations are highly 
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desirable. One report stated that the hearing of 
some of the aged was improved by so simpk 
service as the removal of impacted cerumen. | 
struction in lip reading was helptul to many. 
most significant finding was that the aged hi 
to be prepared physically and psychologically | 
acceptance of a hearing aid; they also need 
program of auditory training in learning to vs 
them. 

A rather impressive record of success in tea: 
ing esophageal voice to laryngectomees has be: 
reported although the individuals were not 1 
essarily in the 65 and over age group. Willia 
Waldrop, for example, stated that approximat 
90 per cent of patients referred to St. Luke 
Hospital Clinic, Chicago, over a two year perio 
learned acceptable esophageal speech. Other 
training centers have been set up. The Illinois 
Medical Journal for December, 1959, lists six 
speech clinics in Chicago and eight others 
throughout Illinois where voice training tor 
laryngectomees is available.* 

With individuals suffering from such neuro 
pathologies as parkinsonism or multiple scl 
rosis, the prognosis is guarded for the acquisition 
of normal patterns of articulation and norma! 
voice quality, although rate of speaking and 
phrasing may be improved. The speech special- 
ist often serves these patients most effectively) 
simply by encouraging them to continue to 
speak. Even though the patient’s speech is “dif- 
ferent,” he still is able to make himself under 
stood. Regardless of the type of speech, language, 
or hearing problem the geriatric patient may 
present, the role of the specialist in communica- 
tion may be one of direct service in evaluation 
and administration of therapy for improvement ; 
or indirect service in an attempt to modify the 
patient’s environment to better meet his needs. 

The greatest present need, so far as communi- 
cation problems are concerned, is realization on 
the part of physicians — especially those in gen- 
eral practice and in internal medicine who see 
the greatest number of geriatric patients — that 
not only can the aged patient profit from in- 
struction but as a result of it he will be more 
easily managed by all concerned with his care. 


*Two clubs for laryngectomees, one in Rockford 
and the New Voice Club of Central Illinois, may be 
reached by addressing the American Cancer Informa- 
tion Centers at either 206 Main St., Rockford, or 
310 W. Church St., Champaign. : 
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(Obviously, an elderly person with loss of hear- 
ing or language and articulation problems, often 
complicated by hemiplegia or other disabilities, 
requires a multidisciplinary approach to treat- 
ment such as can be provided best by comprehen- 
sive rehabilitation centers. There has been a 
notable growth of these facilities within the past 
few years. Some are connected with medical 
schools, some with hospitals for sustaining care, 
others are independent community programs. 
Communities large enough to support such 
centers need the leadership of the medical pro- 
fession in their organization. Even in smaller 
communities there are many specialists, includ- 
ing those in speech and hearing, whose active 
assistance could be secured in comprehensive ef- 
forts to meet the needs of the aged. So varied 
are the needs of the senior citizens that the prob- 
lem calls for inspired leadership and for the 


Wounds and disease in Confederate 
Army 


Confederate forces actively engaged in the 
four year’s War Between the States numbered 
no more than 600,000 troops. This small force 
faced a total number of 2,800,000 soldiers 
mustered as volunteers and through the world’s 
first military draft into the Union Army, or ap- 
proximately four times the fighting contingent 
of the Confederate States. Of the 600,000 Con- 
federate troops, 54,000 were killed outright and 
approximately 200,000 died either from battle 
wounds or from disease. Another 200,000 were 
lost to the Confederate States Army as prisoners 
of war because of the policy of non-exchange of 
prisoners adopted and enforced by the United 
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utilization of all available resources. Illinois soon 
may provide for its geriatric population such ex- 
cellent service as that provided for its pediatric 
population by the Division of Services for Crip- 
pled Children. 
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States. Another 100,000 were discharged be- 
cause of disability from wounds or disease or 
actually deserted during the war years. Within 
this small and horribly decimated force, approxi- 
mately 3,000,000 cases of wounds and disease 
were cared for by the Medical Corps of the Con- 
federate States Army. On an average, then, each 
Confederate soldier was disabled by wounds and 
sickness about six times during the war. On 
April 9, 1865, as the war ended at Appomattox, 
General Lee could not muster 10,000 men who 
were fit for active warfare from his former great 
Army of Northern Virginia; Dick Ewell sur- 
rendered at Sailor’s Creek with only 8,000 men 
to Phil Sheridan. Rk. B. Stark, M.D. Surgeons 
and Surgical Care of the Confederate States 
Army. Virginia M. Month. May 1960. 












For Burn Therapy 


Wittraw Scuuwer, M.D... Chicago 


In the past tem years, the treatment of burns 
has undergone changes as radical as the homeo 
static changes that occur in the human organism 
as a result of the burn itself. Study of pathologic 
anatomy, physiology, and care of the wound has 
increased the salvage rate of the severely burned. 
It is the purpose of this paper to correlate the 
newer concepts of burn therapy so that they are 


better understood. 


Pathologic anatomy 

First degree burns involve only the superficial 
epidermal lavet the stratum corneum. An 
example of a first degree burn is the common 
sunburn. 

The second degree burn involves the strata 
corneum, lucidum, and granulosum. The only 
laver it does not involve is the stratum germina 
tivum. It is characterized by blisters or bullae ot 
the skin due to an exudation of fluid into the ir- 


ritated epidermis. Because the stratum germina- 


tivum is not involved, regeneration of the epi- 
dermis will occur uneventfully. usually in one to 
two weeks. If, however, superimposed infection 
destrovs the stratum germinativum remnants, 
then the lesion is converted into a third degree 
burn. KE pithelization of these deep second degree 
burns requires 25 to 35 days. 

The third degree or full thickness burn is 
characterized by complete destruction of the epl- 
dermis down to dermal fat. Coagulation necrosis 
of the fat and thromboses of the subpapillary 
plexi and other small vessels of the underlying 
tissues occur. Increased capillary permeability 
with the subsequent formation of interstitial 
edema is greater than in second degree burns. 
Tn 7 io 10 days the dead skin liquefies partially 
liv leukocytie digestion, and suppuration takes 
place. This tvpe of burn also destroys the capil- 


laries of muscle with subsequently increased 


destruction of red blood cells.* 





Anatomic and Physiologic Basis 


In my experience, it is quite difficult, if not 
impossible, always to distinguish between second 
and third degree burns on first sight or at the 
first dressing. Usually at redressing, the depth 
ind extent is less severe than anticipated, Dis- 
tinction may be made by the pin prick test. 
This test is based on the principle that in full 
thickness injuries the nerve corpuscles are de- 
stroved resulting in diminished pain sensitivity, 
while in partial thickness burns the area may 
he hyper-anesthetic due to irritation of nerve 


endings.’ 
Pathologic physiology 


The four phases of burn pathology are (1) 
hurn edema, (2) wound complications, (3) 
wound closure (beginning anabolism), and (4) 
maturation of new skin, and rehabilitation. The 
symptoms produced depend upon the extent 
and depth of the burn, A first degree burn of 


? 


less than 30 per cent of the body will not pro- 
duce the alterations to be discussed. However, 
full thickness burns of 20 per cent and over will 
produce profound symptoms. Therefore, in dis- 
cussing the above phases of burn physiology, 
reference is made only to the full thickness 
hurns of over 20 per cent of the body and partial 
thickness burns of over 40 per cent. 

The primary pathologic evidence: of burns is 
edema, which starts to develop under the skin 
within minutes after the burn is sustained. 
Edema is due to two factors: 

1. Destruction of ability of the arterioles to 
constrict, and 

2. The injury to the capillary wall which in- 
creases its permeability and produces transuda- 
tion of fluid into the extracellular space. This 
iransudate is similar to plasma and contains a 
high protein component (3 to 5 Gm. per 100 ce.). 
It also has a high content of sodium, chloride, 
potassium, and bicarbonate. 
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he magnitude of fluid loss in a severe burn 
can be tremendous. Considering that a patient 
h a burn of the anterior trunk and abdomen 


iy accumulate as much as eight liters of fluid 


in this area without much change in contour or 
shape, we begin to understand the changes that 
burn edema can have on the hemodynamics of 
patient. 

\s a result of the loss of thuid and electrolytes 

mn the total volume of circulating body thuiids, 
the kidney shuts down in an attempt to conserve 

iter, action prompted by the stress reaction of 
pituitary outpouring of antidiuretic hormone, 
There will be a maximal tubular reabsorption of 
sodium, chloride, and bicarbonate and increased 
exeretion of potassium and nitrogen, Because 
there is a decreased renal blood flow, an acute 
renal insufficiency develops. This is the usual 
cause of death in the first six to seven davs after 
njury. Let us assume that with adequate meas- 


res the patient can get over the initial circula- 


v shock. He continues to pour his body fluids 
into the burn area for two to four davs. There is 
no known way to stop this outpouring of fluid: 
he only way to save the patient is to replace 
hat is lost into the wound. 

Finally, the end of the transudation phase 
comes, and there is al sudden reabsorption ol 
huid from the wound as the patient goes INTO the 
diuretic phase of burn edema, apparently as a 
result of fluid therapy. One must repair the os- 
rotie losses (albumin) and restore hydrostatic 
pressure in the vascular space to a level above 
the osmotie and hydrostatic pressures in_ the 
burn edema. This probably takes two to four 
davs. Urine volume increases over and above the 
wmount of fluid intake. The edema of the wound 
cradually disappears, and in four to six davs 


x normal. 


the urime volume 

The patient now passes into the second patho- 
physiologic phase in which the care of the wound 
end its complications are of uppermost impor- 
lance, This phase is characterized by a prolonged 
negative nitrogen balance due to the catbolism 
of protein for calorie value, and increased exuda- 
tion of body fluids and solids through the open 
and septic burn surface, a septic starvation and 
rapid weight loss, and finally a irend toward 
anabolism as the wound closes. The degree of 
starvation, weight loss, and cachexia produced 
depends on the duration of the phase, the caloric 


intake. and the extent of the septic process which 
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produces further protein loss. If it is possible to 
maintain the patient in positive nitrogen balance 
and protect him against sepsis through antibiot- 
ics, then this phase will be shortened. However, 
in most instances, especially when dealing with 
over 30 per cent full thickness burns, this is 
not possible. The patient loses a great deal of 
weight, and if there is incompetent treatment he 
ix depleted of blood volume and protein. stores. 
‘Terminally, septicemia with septic shock and a 
debilitation develops and death ensues. 

Such downhill progression is fortunately not 
usual. Normally, protein intake, wound care, and 
antisepsis are adequate, and positive nitrogen 
halance with wound closure occurs. There are 
fewer temperature elevations and weight stabi- 
lizes; this heralds the beginning of the third 
pathophysiological phase called beginning ana- 
holism. 

During the fourth phase maturation of new 
-kin takes place, and further anabolism is char- 
acterized by more weight gain. The skin not cov- 
ered by grafting will fibrose and contract. The 
patient begins to gain back the 15 to 50 pounds 
hie lost. He will require 3 to 12 months to regain 
his former skeletal muscle and fat distribution. 
In this period he must understand his limita- 
jions because of the necessity of using his caloric 


energies for completion of anabolism and repair. 


Treatment 


Let us consider the treatment of burn in a 
hypothetical case. A patient 35 vears of age is 
admitted to the emergency room with burns of 
both lower extremities, anterior and posterior, 
as well as the abdomen anterior up to the umbili- 
cus and posterior to the first lumbar spine. His 
genitalia are also involved. The following basic 
first aid treatments are necessary: 

1. Establish an airway. Any difficulty in 
breathing due to smoke inhalation or rales in the 
chest due to endobronchiolar inflammation defi- 
nitely indicate tracheostomy. 

2. Insert a catheter in the patient immediate- 
lv. In a patient with genitalia burns, outpouring 
of fluid into the interstitial spaces closes the 
urethra in one-half hour. 

3. “Mstablishing the intravenous life line” by 
venipuncture or venous cut down is an immedi- 
ate step in the therapy. At the same time blood 
may be withdrawn for examination of electrolyte 
modalities and hematocrit, as well as typing 
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and cross-matehing. At present, a polyethylene 
tube in the vein seems to give the maximal lon- 
gevity of use. A unit of plasma or dextran in 
saline may initiate fluid therapy until a definite 
plan has been crystallized. 

4, Estimate the burn area by using the “rule 
of nine” (9% each for arms and head, 18 per 
cent each of legs and trunk surfaces). Record 
history and physical examination. 

5. Give tetanus prophylaxis to a deep burn 
because of the suitability of the environment for 
contamination by anaerobes. The usual dosage 
is 5,000 units of tetanus antitoxin, or 0.5 cc. of 
tetanus toxoid for those patients who have re- 
ceived it previously. 

6. Start antibiotics immediately. They are 
not given to reduce the wound sepsis, because 
the vascularity of the burn wound has _ been 
destroyed, but they may control bacteremia and 
septicemia. The dosage of antibiotics varies with 
different clinicians. Most are using 10 to 20 
million units of penicillin along with 2 Gm. 
streptomycin daily. 

With the bottle of plasma or dextran running 
and the previous steps accomplished, one now 
maps the wound and plans fluid therapy. This 
is the crux of the treatment in the burn edema 
phase. Moore? in his study of burns has found 
that the extracellular fluid volume is capable of 
expanding 50 per cent, an increase of 10 per 
cent of body weight. This means the extracellular 
fluid will have a total volume of 30 per cent of 
body weight. He noted that in this increase of 
extracellular fluid, there is at least 100 mEq./L. 
of sodium, 750 mEq./L. of chloride, 350 Gm. of 
protein and a daily loss of 70 mEq. of potassium. 

The basic budget, therefore, for the first 48 
hours consists of giving the patient 10 per cent 
of his body weight as colloid solution in isotonic 
electrolyte on a descending scale of infusion. He 
is given one half of this in the first 12 hours 
and a quarter in the second 12 hours, then the 
remainder in the second 24 hours. In addition, 
he is given 1,000 cc. of 5 per cent glucose in 
water to cover pulmonary losses and 1,500 cc. 
of dextrose in saline for losses through urine and 
skin. The obligatory losses (urine, pulmonary, 
and skin) are revised according to changing 
clinical circumstances—upward in high tempera- 
tures and weeping wounds, and downward in 
anuria. To replace the destruction of cells from 
the burn, add 500 cc. of blood. 
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Weight — 70 Kg. 
extracellular fluid is 


Example: Age — 35 
Estimated normal 
X 70 = 14 liters 
Area of burn is 45%: Anterior & posterior 


20% 


lower extremities 

Anterior & posterior abdomen up to umbilicus 
and lumbar 1 respectively. 

Dry char. 

The important aspect of this mapping is 
determine the full thickness destruction, for hi 
is where the alterations 
burns take place. In his description of types . 
burns, Moore? speaks of an index by which t] 
areas of the third degree burn extent plus o1 
half the second degree burn extent are measured. 
The higher the index, the higher the metabo! 


severe metabolic 


alteration and mortality. 

Estimation of the contents of burn edema 1 
this patient for the first 48 hours: 

Water 7000. ml. 

Sodium 900-1000 mq. 

Chloride 650 mEq. 

Bicarbonate 150 mEq. 

Protein 325 Gm. (50 Gm. nitrogen) 

Cell water mobilization into edema for first 48 
to %2 hours: 

Water 


Potassium 


1000 ml. 

150 mEq. 

2000. ce. 

2000 ce. 

1000 ee. 

lost in hemolysis 
13000 ml. water 
950 mEq. 

650 mEq. 

150 mEq. 

150 mEq. 

50 Gm, nitrogen 


Pulmonary water 
Renal water 
Surface water 
250 ce. of blood is 
Total 
Sodium 
Chloride 
Bicarbonate 
Potassium 
Protein 
The method of replacement of the colloid 
would be apportioned as follows: 
First 12 hours 3,900 ml. total of 
consisting of 34 plasma (2,500 ce.) 
14 dextrose in saline (1,000 cc.) 
hours 1750 ml. colloid 
1400 ml. plasma 
350 ml. 
1750 ml. colloid 
1400 ml. plasma 
350 ml. dextrose in 
The 5,000 ce. for obligatory losses is divided 
into 3,000 cc. of 5 per cent glucose in saline 
and 2,000 cc. of 5 per cent glucose in water. 
Fluids are divided equally in the 48 hour period. 


colloid 


1 
Second 12 


dextrose in saline 


Second 24 hours 


saline 
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TABLE 1.—Pkrocress AND RAtE OF INFUSION IN BURN THERAPY. 
Blood Urine Urinary 
rime Pressure Pulse Respiration So. Ge. Hematocrit Output 
) -00 70/0 140 40/min. 1.030 60 15 ce. 
10-00 90/60 120 30/min. 1.020 50 20 ce. 
11:00 100/80 100 20/min. 1.015 45 30 cc. 
12:00 110/80 90 18/min. 1.010 40 50 cc. 


36-48 hours 
later 120/80 80 15/min. 






How can we be sure that the fluids are satis- 
fying the losses? There are clinical appearances, 
the hematocrit, hourly urine output, urinary 
specific gravity, blood pressure, pulse and body 
weight. After the fluids have been calculated, 
house officers and nurses can maintain a chart 
at the burn patient's bedside. Table 1 shows 
approximately how one can determine the prog- 
yess and rate of infusion. When the specific 
vravity, hematocrit, and pulse remain high, and 
the blood pressure and urinary output remain 
low, the indication for faster rate of infusion is 
present. When the urinary output approaches 
50-75 ce., the hematocrit 40-50, the pulse 90-100, 
and the specific gravity 1.015-1.020, and when 
the blood pressure is normal, then the fluid in- 
take is adequate, 

The important factor in this therapy is the 
ability to determine the diuretic phase. When 
the urinary output approaches 100-200) ce. and 
the hematocrit and specific gravity drop, then 
one can be certain that diuresis is taking place: 
the fluid must be diminished accordingly. ‘The 
weight, if feasible, should be recorded twice 
daily. There shon!d not be more than an 8 to 10 
per cent gain. If the patient gains more, he is 
heing overloaded with fluid; if he is losing 
weight, this would indicate diuresis. The evalu- 
ation of weight gain and loss and hematocrit 
estimation are the only methods that can be 
used to estimate fluid status when there is an 
acute renal insufficiency. 

Wound care during the period of burn edema 
ix simple. However, controversy exists. Some 
authors feel that nothing should be done to the 
wound in the way of cleansing, while others still 
cleanse the wound with cotton pledgets and 
bland white soap. The question of open or closed 
treatment of the wound is still controversial. One 
ix impressed with the fact that there is very 
little difference in result whether the wound is 
whether the wound is left 


washed or not and 
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1.006 35 120 ce. 








open or not. If the burn is circumscribed, that 
is, anterior and posterior, the closed treatment 
would be better so that maceration of burn sur- 
face will not occur. However, if a Stryker frame 
is available and the patient can be turned easily 
and often, then open treatment can be used. 

During the second phase of burn pathology, 
the treatment objectives are to maintain nitrogen 
balance, combat wound infection, and cover the 
full thickness areas. These objectives should be 
accomplished not in the above order, but con- 
comitantly. One cannot succeed in raising the 
nitrogen balance without covering the burn and 
controlling sepsis. 

A granulating base for grafting should be 
developed as quickly as possible; to do this, 
the burn eschar must be removed. If the patient 
is under closed treatment, this can be accom- 
plished by immersing the patient in whirlpool 
baths every second day and redressing the burn 
wound.’ (fig. 1, 2). Sepis thus becomes less 
of a problem and the burn wound is ready for 
grafting in 10 to 14 days. The early mobilization 
of joints via the buovancy of the water is an- 
other advantage. If grafts are to be made, flexion 
surfaces are covered first; and if there is not 
enough skin to cover the burn area, homografts 
are utilized until autografts again become avail- 
able. In our hands the hydrotherapeutic technic 
has been extremely successful in decreasing sepsis 
and graft-covering time, thus decreasing catabo- 
lism. 

The physician must promote anabolization. 
These patients have a progressive anemia due to 
the initial destruction of red blood cells and the 
septic depression of bone marrow. Graft surgery 
may cause further loss of blood. Therefore, blood 
volume and hematocrit should be observed care- 
fully and replaced to normal values. The intake 
of high caloric, high protein diet is of extreme 
importance since without it the patient will not 
anabolize and therefore the wound will not close. 
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Figure 1. Third degree burn of forearm showing 
marked exudation and infection. 


Figure 2. The same burn wound after three 
days of hydrotherapy. Note the cleansing of wound 
and the healthy granulating base ready for grafting. 


2% 


Tube feedings (forced feeding) may have to 
lack of Hey 


working in close harmony with the dietician, 1! 


instituted because of appetite. 


physician must try fo pacify the needs of | 
organism with the wants of the patient, whe wi 
crave foods that answer the problem of anab 


lism, for instance, ice cream. for a child. 


Protein and sodium: may become low becau 


{ 


of the hy potonicits developed after diuresi 


therefore, the use of intravenous albumin wit 


sodium chloride solution once or twice a we 


will aid healing. Loss of albumin per se shou 


not be too great if the diet is adequate and if t! 
plasma volume was replaced correctly in the fit 
which started Initial] 


phase. Antibiotics, were 


should be continued only if warranted by 11 
later sensitivity studies, If the latter studies 1 
quire a change of antibiotics, do so. Antibiotic 
are continued for not more than 


two weeks: 


thereafter they are of no value. These wound 
are open and draining, and therefore should ne 
need antibiotics. Tf thes are seplic, they clean uy 
well with hydrotherapy. 

Treatment of the third) phase is) simple, be 
cause 


The 
and the patient is mobilized. With the Hubbard 


at this time the patient is anabolizine 


small areas not grafted are taken care of 
tank therapy, the joints should be fairly mobile 
Here the aid of the physical therapist is manda 
tory. She sets 1 pa plan of mobilization and re 
This 


ereises and the teaching ol Progressive self help. 


habilitation. means active and passive ey 


In the fourth phase, the accent is on rehabili 
tation. Many times, in spite of all therapy, con 
tractures with binding of the joints and neigh 
boring structures will occur. These again, must 
he released by physiotherapy and surgical plastic 


procedures, 


Summary 


Burn physiology is complex, so therefore, it 


follows that the therapy of burns will be compley. 


However, if the physician will follow the physio 
logic principles applied above, he should be able 
to salvage even the patient with a 40 to 50° pet 
cent burn. 


REFERENCES 


Artz, C. P., and Reiss, E.: 
phia, W. B. Saunders Company, 
Moore, F. D.: Metabolic 
delphia, W. B. Saunders Company, 
Schumer, W.: Method for 

Wound Eschar, A.M.A 


Treatment of Burns, Philadel 
1957. 

2 Care of Surgical Patient, Phila 
1959, 

Debridement of 


29:630 (Oct.) 


Removal or 
Arch, 


Burn 
1959 


Surg 


Illinois Medical Journal 





Clinical-Surgical Conferences 





q) 








Mahgnant Melanoma 


Cook County Hosprran 


\JODERATOR: 
Robert J. Freeark, M.D. 
Director of Surgical Education, Cook County 


Hospital 


DISCUSSANT: 

Pack, M.D. 

Associate Clinical Professor of Surgery, Cor- 
nell) University Medical School: 
Surgeon, Memorial Center for 
Alhed Diseases: 
Institute for Cancer Research, New York 


George T. 


Attending 


Cancer and 


Clinician, Sloan Kettering 


Dr. Ropert J. FReeaARK: Few problems in all 


of surgery are more perplexing, more controver- 
sial and in many respects more confused than 
those involving the care of patients with the 
Such 


encountered by doctors in virtually all of the 


so-called -pigmented mole. patients are 
fields of medicine and surgery. The advice and 
that 
greatly with the experience and training of the 


treatment these patients receive varies 


physician consulted. There is a remarkable lack 
this field, 
few are the men who can speak authoritatively 


of agreement among experts in and 


and with convietion about these lesions whose 


natural course and response to treatment are so 


unpredictable, 


Presented during the Annual Clinical and Scientific 


Veeting of the [llinois Surgical Society. 


for On toher . 1960 


Figure 1. Cavernous 


hemangioma 


With us today is one of the outstanding author- 
ities in this country and the world on the sub- 
ject of the pigmented mole, and its ill behaved 
relative, the malignant melanoma. Dr. George 
Pack is a renowned clinician, surgeon, and inves- 
iigator in the field of cancer. His lecture this 
evening at the Annual Scientific Meeting of the 
Illinois Surgical Society will be on the subject 
of “Carcinoma Susceptibility and Immunity” 
and is certain to reflect his long and brilliant ex- 
periences with the cancer problem. This morning 
however, we would like to confront him with a 
more specific topic and some of the clinical 
problems which characterize it. 

We would like to begin with the presentation 
of some interesting and problematic cases of 
pigmented lesions of the skin and from this 
proceed to the management of cases of malignant 
melanoma. 

We will show some slides and then ask Dr. 
Pack for his comments. (Slide 1) This was a 
lesion of short duration on the back of the thigh. 








It was deeply pigmented. The exact etiology was 
not known, but it was considered highly suspi- 
cious of malignant melanoma. The question that 
confronted the surgeons was the approach to be 
followed in establishing an exact diagnosis. 

Dr. Georce T. Pack: In most 
nature of the lesion is obvious enough so that 


instances the 


the clinical diagnosis can be made without equiv- 
ocation. In those few cases in which one is in 
doubt as to the character of the tumor 
microscopical identification becomes necessary, 


and 


an excisional biopsy should be done by pret- 
erence. If it be small, a pigmented skin tumor 
should be excised rather than incised. There is 
no harm in performing an excisional biopsy so 
that the pathologist can be certain of his diag- 
nosis; and a delay of a few days has never 
prejudiced the safety of the patient. There are 
instances such as this, where one might readily 
suspect melanoma and be happily surprised at 
the microscopic findings. 

I do not do a three-dimensional tissue resection 
without proof of the histologic nature of the 
tumor. For an excisional biopsy of a suspected 
but 
radically nor below the fascia. Not too long ago 


melanoma I would merely remove it, not 
I had a patient from South Africa who noticed 
a black lesion on the under aspect of the toe. 
She had been referred to a surgeon who suspected 
melanoma. She caught the next plane out of 
Johannesburg. A simple excisional biopsy re- 
vealed it to be a hematoma. Without knowledge 
of the duration of the lesion, it is sometimes 
difficult to interpret from the clinical aspect 
alone. 

Dr. FREEARK: This was excised and, much to 
our surprise, on microscopic study turned out to 
he a thrombosed cavernous hemangioma. 





od 


Figure 2. Blue nevus. It simulates melanoma. 
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Dr. Pack: If the lesion were larger the dia 
nosis would have been more obvious. 


Dr. FrReearRK: (Slide 2) This is a lesion « 
the buttock of a middle aged female. Biop 
showed this to be a blue nevus. Should we | 
concerned about a blue nevus? 

Dr. Pack: These tumors are usually so sma/| 
that incisional biopsy is unnecessary, and e) 
cisional biopsy is usually sufficient for treatmen:. 
The blue nevus occasionally becomes malignan’. 
It is sometimes confused with malignant me 
bluish-black 


simulates melanoma somewhat, but it is situated 


anoma because it has a cast an 


more deeply in the skin and the epidermis ove) 
is difficult 
difference in appearance of early melanoma ani 


it is translucent. It to describe thi 
blue nevus, but the latter is a definitely deepe: 
lesion. It is composed of the same type of meso 
dermal melanoblast that gives the blue tint in 
the skin of the rhesus monkey. Its occurrence in 
the white race is uncommon. It is found more 
frequently in colored people and more so_ in 
orientals. There is an interesting nevus (nevus 
of Ota) closely related to this which is common) 
seen in Japan. 
Dr. FREEARK: 
limited excision ? 
Dr. Pack: Yes. 


Would you be content with a 


Dr. FREEARK: The next (Slide 3) is a very 
hairy nevus in a 7 year old child. How should 
that be treated ? 

Dr. Pack: The erroneous belief that the hairy 
nevus is always benign has appeared in medical 
but 
definite tendency to undergo malignant changes, 


literature ; the hairy nevus does have a 
and therefore melanoma may originate from it. 
Perhaps the reason for the untrue statement 
that these massive lesions covering the trunk are 
invariably benign lies in an incomplete follow-up 
period of observation. I have a series of patients 
with melanoma developing in a large hairy nevus. 
The time to remove it is in infancy and child- 
hood; it is usually excised segmentally. During 
childhood many of these large bathing-trunk 
nevi have junctional elements; but as the child 
grows older, the nevi maturate and lose a great 
deal of their junctional components and also 
may decrease in color. They leave true dermal 
nevi which are not dangerous. 

A nevus of the type shown by this patient 
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Figure 3. Hairy nevus in 7 year old child. 





would require surgical excision; | prefer to do 
this just before the child goes to school, I am 
not so influenced by the fear of malignant 
changes at this age as I am by the fact that 
the child then becomes a more intimate member 
of society and is sometimes subject to ridicule 
from his classmates. To avoid the trauma of 
unkind comments by the child’s young and 
uninhibited classmates, it is well to take the 
lesion out before he starts school. 

Dr. FrREEARK: Is the statement true that a 
nevus in a child never becomes malignant ? 

Dr. Pack: I have been misquoted as making 
that statement, but I never said just that spe- 
cifically. As long as 30 years ago, I removed 
some very black pigmented nevi in children; the 
late great Dr. James Ewing made the definitive 
diagnosis of melanoma. However, in follow-ups 
we found that none of these children had metas- 
tases nor local recurrence. Because of the para- 
doxical end results as compared with adults, I 
went to Dr. Ewing and asked if there were any 
distinguishing features of this tumor. He said 
that some of these lesions were similar to mela- 
noma because the cells were similar. I wrote an 
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Figure 4. Biopsy proven junctional nevus. 


editorial about it and called it prepubertal mela- 
noma. On the other hand, we have seen chil- 
dren four or five years of age with malignant 
melanoma capable of metastasizing to the re- 
gional lymph nodes. These cases are exceptional. 
I now prefer to say that, although metastases 
are possible and numerous case reports have 
attested to the possibility, we can still generalize 
by saying that it is seldom these pigmented 
tumors in children become malignant before the 
approach of puberty, when hormonal changes 
oceur in the child. 

Two colleagues of mine, pathologists in the 
Memorial Cancer Center, Dr. Sophie Spitz and 
Dr. Arthur C. Allen, some years ago studied 
these melanotic tumors in infaney and childhood 
more intensively and divided them into two 
separate categories: (1) true malignant mela- 
noma which is no different from that seen in the 
adult, and (2) prepubertal or juvenile melanoma 
presenting certain histologic features they could 
identify under the microscope. Sometimes these 
features may be carried over into adult life, but 
it is seldom that this type becomes malignant. 
It is not necessarily a precancerous lesion, al- 
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though clinically it is often impossible io dis 
tinguish between the two, and the pathologist, 
regardless of the fact that this is an interesting 
classification, occasionally makes a_ slip. 

Two of the prepurbital nevi presented here 
were in Negroes. This is not too common. [ have 
studied nevi and melanomas in people of all 
races throughout the world: they are not fre- 
quent in the Negro. In the vast experience of 
the Memorial Hospital there were only 14 cases 
of malignant melanomas in Negroes, and at the 
Harlem Hospital in New York City I found 
only eight such cases in the records. Malignant 
melanomas in this country are more prone to 
occur in patients who are blond with blue eyes, 
or have pale, translucent skin. Redheads and 
people with a tendency to freckle, are peculiarly 


suscept ible. 


Dr. FREEARK: 
dermatology service showed nevus in this Negro 


(Slide 4) Punch biopsy on the 


child. The problem : When one has reason to 
suspect a potentially dangerous lesion and when 
wide 


cosmetic considerations are foremost, how 


an excision do you recommend ? 
Dr. 


cision. 


Pack: It would not require a wide ex- 
A lesion of this size can be removed and 
the defect corrected by a careful plastic pro- 
cedure. 

Dr. FREEARK: Does it make any difference 
that we found this to be a junctional or hairy 
nevus ? 

Dr. Pack: Not at this age. Most of the june- 
tional elements will disappear as the child grows 
older. 

Dr. FreearkK: (Slide 5) Now we come to 
the problem of real melanoma. This is a lesion 
on the heel of a 45 year old Negro male which 


é 
on biopsy was determined to be malignant mela- 


noma. Many of the nodes in the groin above the 
inguinal ligament were hard, fixed, and firm: 
and there was nodularity of the liver. We wonder 
about the management of the local lesion with 
distal metastases, as well as the role of isolated 
perfusion of chemotherapeutic agents. 

Dr. Pack: The 


with metastases to the groin is a subject of con- 


management of melanoma 


siderable controversy. If the primary melanoma 
is situated close enough to the lymph nodes so 
that one can remove the tumor, the nodes, and 


the intervening tissues, complete surgical ex 
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cision is) feasible. That is what one does 


carcinoma of the breast, and it works out vi 
But 


remotely from the lymph nodes and may invo 


well there. When a melanoma is_ situa 
the entire extremity, surgical excision is |: - 
likely to be complete. 

When melanoma does develop in Negroes, 
sole of the foot is a relatively common locati: 
and this may also be said for the subungi 
region. In all races, moles are relatively int 
quent on the feet and melanomas are proporti: 
ately more common, so one might sav that 
foot should be given careful ¢ 


mole on the 


sideration before removing it prophylactica! 
Many pigmented lesions on the foot are not ne 
The sole and the heel are drained by lymphati 
that penetrate the deep fascia and communica 
with lvmph nodes in the popliteal space. I can 
remember making ward rounds one day and si 
the foot 
If tl 


tumor occurs on the dorsum of the foot, it usu 


ing three patients who had melanoma on 
with palpably involved popliteal nodes. 


ally skips these popliteal nodes intercalated alone 
the deep lymphatie pathways. When a leg is 
amputated for melanoma, metastatic involvement 
impalpable deep lymph nodes along thes 
pathways is sometimes demonstrated, 

The end results after major exarticulations of 
extremities for melanomas have been poor, not 
due to the impropriety of the operation nor to 
technic, but because of undue delay in institut 
ing treatment. On too many occasions surgery 
hecomes an amputation of desperation rathe) 
than an operation of hope. When nothing more 
can be done to preserve the extremity, we 
are compelled to do either a hip joint disarticu 
lation with the deep iliac dissection or, in the case 
of the upper extremity, an interscapulothoracic 
neck Such 


measures may be necessary to get rid of a useless, 


amputation with lower dissection. 
painful, intolerable extremity. Before ever insti 
tuting such a disabling procedure for a patient 
with metastases in the groin and a primary mela- 
noma on the foot, the surgeon utilizes the groin 
incision to slit the peritoneum and put an ex- 
ploring hand within the peritoneal cavity and 
feel the 
there are metastases to the liver, the plan for 


liver and periaortic lymph nodes. If 


amputation should be abandoned and the patient 
allowed to walk on the previously condemned leg. 
We have done elective groin dissection in the 


absence of evidence of groin metastasis; but with 
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Figure 5. Malignant melanoma on heel 


the primary melanoma on the foot or toe, the 
results have been sometimes good and sometimes 
bad. Whenever an adequate groin dissection 1s 
done, there follows a certain degree of lymphe- 
dema of the extremity with Ivmph stasis and 
lymphectasia, the worst possible setting for. re- 
currence of melanoma. If a toe is amputated for 
melanoma, or a melanoma of the foot, ankle, or 
lower leg is excised and skin grafted with con- 
current or later groin dissection, the result may 
be good if cure obtains. But if recurrence de- 
velops distal to the groin after such conservative 
procedures, the patient is usually doomed be- 
cause the ultimate result is diffuse melanoma- 
tosis. Then the amputation is attempted and 
often results in failure. 

In earlier years it was my custom to take care 
of the primary melanoma by excision and skin 
crafting; and if there were no evidences of 
metastasis, I would wait six weeks, then do groin 
dissection. In 20 to 30 per cent of these patients 
we found microscopic evidence of melanoma in 
the regional nodes. This alerted us, and we 
thought it was a proper sequence. However, in 
Many of these patients with cryptic metastases in 
groin nodes in which the discontinuous opera- 
tions were performed, innumerable bluish nod- 
ules subsequently developed intradermally and in 
the subcutaneous tissues. The definitive five year 
cure rate by this procedure in patients with 
proved metastases in nodes was only 20 per cent. 

The management of a primary malignant 
melanoma of the foot with proved, discrete 
lymphatic metastases in the groin remains a 
controversial problem. I am certainly willing to 
be shown the proper method, because I have 
attempted every conceivable sequence of surgical 
disciplines, but none of them have completely 
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satisfied me. We have not been readily willing 
to carry Out amputation at a high level at a 
stage When it might he possible to achieve a cure. 
The little black melanoma of the foot with 
metastasis to a femoral node is an dangerous 
in the average circumstances as osteogenic sar- 
coma of the femur. Yet, given a patient with a 
little black melanoma occurring on the foot with 
one single node in the groin containing metas- 
lasix, Most surgeons are very loathe to amputate. 
Qf course, it is just as bad to die of melanoma 
as of osteogenic sarcoma. Another mental block 
in this situation is the memory of a few excep- 
tional cases wherein the melanoma of the foot 
and the groin metastases were successfully treated 
by discontinuous operations and the extremity 
preserved, 

Dr. Freeark: What about perfusion and 
chemotherapy when there are liver metastases ? 

Dr. Pack: TI presume you mean perfusion and 
chemotherapy of melanomatous metastases in the 
liver? We know that metastatic cancer in the 
liver is supplied by the hepatic arterial system, 
hecause postmortem specimens injected to pro- 
duce casts of the vascular system, reveal that 
the hepatic artery penetrates throughout the 
metastases but the portal venous branches are 
shunted around the tumor. Therefore, the situa- 
tion should be ideal for the administration of 
chemotherapeutic agents via the hepatic artery. 
The technie has been established, but the prop- 
ev drugs are lacking. The technic is to dis- 
sect away the right epiploic artery with its 
omental attachment along the stomacn, introduce 
a tiny plastic tube, and guide it in retrograde 
fashion upward into the hepatic artery. When 
the abdomen is closed, the vascular pedicle is 
brought out through the abdominal wall. After 
administering the chemotherapeutic drug in 
normal saline solution, slowly -by Murphy drip, 
the plastic tube is withdrawn and the gastro- 
epiploic artery ligated exterior to the abdominal 
wound, thus avoiding a secondary operation. 

In the treatment of systemic melanomatosis 
we have attempted palliation by the administra- 
tion of large doses of phenylalanine nitrogen 
mustard with subsequent bone marrow protection 
by autogenous bone marrow infusions. In the 
case of melanoma involving the extremities, the 
isolation-perfusion technic will cause regression 
of the tumor, which to date is a palliative effort. 
1 am waiting for that happy day when the right 
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drug comes along to make this work meaning- 
ful. The only feature about this therapeutic 
discipline which I deplore is that 1 am aware 
of certain instances wherein this method has 
been chosen in preference to a possibly curative 
surgical procedure. 

Dr. FreearK: This patient underwent iso- 
lated perfusion of the entire extremity in an 
attempt at palliation. Unfortunately, treatment 
Was interrupted by the sudden and inexplicable 
death of the patient on the second postoperative 
day. He did have distant metastases. 

Dr. Pack: The treatment here conceivably 


may have had no bearing on the patient's sudden 


death. In postmortem studies of our patients 
dying of malignant melanoma, 38 per cent had 
metastases to the brain, and 44 per cent had 
metastases to the heart. Either of these compli- 
cations in the natural history of melanoma could 
have been responsible for the sudden demise. 


Case 1 


Dr. RALPH Bransky (surgical resident) : This 
patient is an obese white lady 42 years of age. 
When she was 24, she smashed her finger and 
after a few weeks had no more trouble with it 
until she was 28 years old. Then a black spot 
which increased slowly in size developed on it 
and the fingernail disappeared. In 1953, 11 years 
after the first injury and 7 years after she 
noticed the black spot, she had occasional bleed- 
ing and pain in the finger, and she presented 
herself for medical care. Amputation was rec- 
ommended and refused. In 1955 she appeared 
again, and this time she accepted amputation of 
the finger. The pathologic report was melanoma. 
The patient had clinically involved nodes in the 
axilla. She had an axillary and epitrochlear dis- 
section done six weeks after the amputation. The 
tissue report on both dissections did not reveal 
metastatic tumor. She has been perfectly well 
since then and was last seen three months ago. 


Dr. FREEARK: Was the treatment adequate, or 
were we unusually fortunate in this case? 

Dr. Pack: Melanoma varies in degree of 
malignancy just like any other cancer. It can be 
of low grade malignancy. These subungual 
melanomas or melanotic whitlows should be 
favorable for treatment, but the average patient 
coming to us has had three previous operative 
procedures before we see him. Many subungual 
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melanomas are not pigmented. A halo of | 
ment around the base of the nail is patl 
nomonie for melanoma. 

T question very much the relationship 
trauma in this case; it might not even be 
same nail, On memory stimulation many patie: 
may recall a single instance of reput 
trauma to the site of the tumor. In this « 
the number of years elapsing between the trau 
and appearance of the tumor rules out. th: 
factor. I seriously doubt that trauma convert, ; 
benign nevus into malignant melanoma. It 
commonly believed that irritation of moles may 
precipitate the onset of melanoma. This sequetce 
may be a misinterpretation of the facts. The ordi- 
nary nevus is a pretty stable structure, and it is 
not easy to disrupt it. Melanoma, on the con- 
trary, is friable and vascular and very easily 
broken; this change may occur imperceptibly ; 
and when the melanoma bleeds after a slight in- 
jury, the patient then believes the trauma is 
causal. In my opinion, melanoma is not due to 
injury. The patient may go to a doctor who re- 
moves a mole, throws it away without micro- 
scopic examination, and does not realize it is a 
melanoma until it recurs as such. 

For the treatment of a subungual melanoma 
we remove not only the entire digit but also the 
major part of the corresponding metacarpal bone. 

Dr. FrREEARK: What is the management of a 
pigmented lesion beneath the nail? Should it be 
biopsied ? 

Dr. Pack: It is very difficult to tell whether 
such a lesion is a hematoma or a melanoma. It 
is important to attach considerable significance 
to the history of the patient who can tell when 
he saw it and what change has occurred. I am 
content, in cases where I am in doubt, to watch 
the patient before doing surgery. 


Case 2 


Dr. Frank BanicuH (surgical resident) : The 
patient is a 41 year old white male who presented 
with the complaint of a tumor on the right in- 
fraclavicular area of the chest wall. He stated 
that he had had it all his life. There was a flat, 
dark, non-hair-bearing lesion on the chest that 
in the past two months had grown in size and 
had thickened. On physical examination he was 
well nourished and well developed with a nor- 
mal blood pressure and pulse. The lesion was 
located about 4 cm. below the middle one third 
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ie right clavicle. It was 4.5 em. in diameter, 

d 1.5 em. above the skin surface. It was a 

hlack lesion with extensive cornification, and 
its boundaries showed serpiginous extension of 
black pigmentation, He also had in his right 
axilla a rubbery node 3 or 4 em. in diameter, 
and a few shotty smaller nodes. There was noth- 
ing remarkable about the cervical region. 

An en bloe dissection was done, widely excis- 
ing the melanoma. The dissection was carried 
down through the pectoral fascia and muscles 
and included the axillary lymph nodes. The 
microscopic diagnosis was malignant melanoma 
with extensive regional lymph node metastases. 

Ix. FREEARK: We do not know the results in 
this case because the patient was operated on in 
1956 and has been lost to follow-up. We would 
like your opinion on the proper management of 
such lesions of the trunk. 

Dr. Pack: Two recent patients with melano- 
ma in similar locations illustrate the principles 
involved. One was a woman with melanoma in 
the skin of the medial segment of the breast a 
short distance from the parasternal line. She 
had no palpably enlarged lymph nodes. She had 
a radical mastectomy and at the same time an 
internal mammary node dissection; one of the 
contained metastatic 


internal nodes 


melanoma. In the patient Dr. Banich presented, 


mammary 


on the basis of statistical evidence alone, if he 
had melanoma in the skin of the medial side of 
the chest with palpable metastases in the axilla, 
I would say he has a 60 per cent chance of metas- 
tasis to the internal mammary nodes. I believe 
he should have had an internal mammary node 
dissection, which is more important in his ulti- 
mate survival because this is the location from 
whence it can readily spread to the liver. The 
other patient IT mentioned did not have melano- 
ima in the skin of the medial aspect of the chest 


hut in the pectoral region. We performed a 
combined radical neck and axillary dissection in 
continuity in association with a cleidectomy and 
removal of the pectoral muscles. The complete 
removal of the clavicle under these circumstances 
affords a much more complete dissection and 


does not greatly disable the patient. 


Case 3 


Dr. Ropert EBERLE (surgical resident): A 
78 year old Negro female was seen last February 
with a four months’ history of rectal bleeding 
and pain. This occurred originally only at the 
time of defecation, but she later passed enough 
blood periodically to require wearing a sanitary 
pad. Pain was present only on defecation. On 
physical examination she was a well developed, 
well nourished hypertensive woman. General ex- 
amination was negative, except for a small hem- 
orrhoidal tag protruding through the anus. Ex- 
tending upward some 6 to 8 cm. into the rectum 
was a large tumor mass which was fixed anter- 
iorly. Routine laboratory examinations were neg- 
ative; her hemoglobin was 70%, and the chest 
x-ray film was negative. Liver profile was within 
normal limits as was intravenous pyelography. 
Biopsy revealed a malignant melanoma. 

Dr. Pack: The anorectal canal is one of the 
worst locations for malignant melanoma. The 
oral mucosa is the only location that is worse. 
In a 1952 report of more than 1,200 cases of 
melanoma, only 19 were in the anal canal; all 
of these patients died. We were sufficiently im- 
pressed by these fatalities. We have been too 
conservative in our management of melanomas 
in this location, so we have lately adopted the 
policy of carrying out not only a radical abdom- 
inoperineal rectal dissection with bilateral groin 
node dissection but also a dissection of the pelvic 
lymph nodes, as in Wertheim’s operation for 
uterine cancer. Even then, this disease is discour- 
aging because the anorectal melanomas metas- 
tasize, not only via the lymphatics in the same 
way as carcinoma of the rectum, but upwards 
and through the perianal lymphatics to the 
medial superficial inguinal nodes. It is a serious 
situation and the outlook is none too good. 

Dr. FreearK: Dr. Pack, it is difficult to 
conceive of anyone crowding so much worthwhile 
information on so controversial a topic into this 
brief hour. On behalf of the County Hospital as 
well as the Illinois Surgical Society, I would like 
to express our grateful appreciation for your 
fine discussion of these cases. We hope you will 
visit us again. 


Columbus found a world, and had no chart save one that 
Faith deciphered in the skies. — G@. Santayana 
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Nonfunctional Carcinoma 


Of the Adrenal Cortex — Report 


R. W. Witasams, M.D..-and H.. li. Lockner, 


N ON FUNCTIONAL carcinoma of the adrenal 
cortex is rare indeed. Because of the absence 


of diagnostic criteria, the process Is usually dis- 


covered only when well advanced; therefore, the 


prognosis is guarded. The following case proved 


quite frustrating to the authors. 


Case report 
The patient was a 78 vear old white male seen 
in our offices for the first time on Aug. 17, 1959, 


He stated that for the last six weeks, there had 


been a gradual onset of intermittent abdominal 
pain apparently not related to or affected by CX- 
eTCISe, dietary intake, or change in position, The 
pain had become much worse during the previous 


week 


dvsuria, and a weight loss of five pounds. Fatigue 


and was now associated with nocturia. 


and anorexia were prominent. 


Physical examination showed expiratory 


wheezes over both lung fields. left ventricular 
hypertrophy, and a soft systolic murmur over 
ihe precordium. Blood pressure was 160/90, and 
pulse 84 and regular. The abdomen was normal, 
and rectal examination proved noncontributory. 
Because of the patient’s severe distress, hospital- 
ization was advised, 
first admission the 


During the patient re 


mained afebrile. Physical findings did not 
change. The laboratory reported 4,000,000 RBC, 
WBC 


hemoglobin or 21.7 


and a 
100 


normal differential. 
Blood 


me., and nonprotein nitrogen 50 mg. per eent. 


12.800 with 


(rm. sugar Was 


M.D., 


of a Case 


( hatswor th 


Urinalvsis was normal, Chest films showed. ¢al- 


cium in the aorta, and moderate fibrotic and 


emphysematous changes. Complete gastrointes- 
tinal series preceded by proctosigmoidoscopy were 
reported as normal except for a few sigmoid 
diverticula. Films of the lumbosacral spine did. 
however, reveal severe hypertrophic osteoarthritis 
with some narrowing of the bodies and calcifica- 
tion of discs. The patient was treated conserva- 
tively for anemia, arteriosclerosis, and dehydra- 
tion. Because of the severe arthritie changes and 
associated pain, Medrol® in 4 mg. doses every 
cight hours was instituted. The patient was dis- 
charged on August 22 feeling somewhat. better. 

During the next 19 days the patient was fol- 
lowed closely in the office. He remained some- 
what better for a time, but gradually the symp- 
toms began to recur. By September 8 there was 
another seven pound weight loss and increasing 
lumbosacral pain. He was readmitted to the hos- 
pital on September 10 for cystoscopy and retro- 
grade pvelography, Results of this examination 
showed some hydronephrosis of the left kidney. 
stricture of the left 
prostatic hypertrophy. Urine samples revealed 


a small ureter, and early 
many white blood cells, and cultures were posi 
tive for FB. coh. The patient left the hospital on 
September 12, having been treated for pvelone 
phritis only. 

The next three weeks brought regression of the 
pain. The urine cleared, and no weight loss was 
noted. Although the patient’s general health 
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and 
Ites- 
vere 
old 
did, 


Figure 1. Carcinoma of adrenal cortex. 


ailed to improve, the regression of symptoms 
was attributed to antibiotic and steroid therapy. 
(mn October 5, however, he was readmitted to the 
hospital because of severe back pain and dysuria. 

Films of the lumbosacral spine showed a 
arked increase in the arthritic process previ- 
usly reported. The day after admission, acid 
phosphatase was read at 6.1 Bodansky Units. 
This was confirmed three. days later with new 
standards; the level at this time was 7.2. The 
diagnosis of carcinoma of the prostate was made 
and estrone, 2 mg. a day, intramuscularly, 
started. Within seven days the acid phosphatase 
level dropped to 0.9 B.U., but symptoms did not 
regress. Physical examination remained un- 
changed except tor the onset of hepatomegaly. 
Despite treatment, the condition became worse. 
On October 21, following an episode of hy- 
perpnea, evanosis, and hypotension, the patient 


died, 


Pathologic report 


Gross. The abdominal cavity was filled with 
several liters of clear ascitic fluid. The liver was 
quite enlarged and filled with multiple inetastatic 
nodules (fig. 1). The omentum also was involved. 


Other viscera appeared normal. Examination of 


the renal areas revealed a walnut-sized retroperi- 
toneal mass above the right kidney. This was 
easily shelled out of the apparent capsule. The 
cut section had a yellowish appearance with hem- 


Genius is eternal patience. 
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Figure 2. Metastasis of the carcinoma to liver. 


orrhage and necrosis in the center. Microscopi- 
cally, the diagnosis of primary carcinoma of the 
adrenal cortex was made (fig. 2). The prostate 
as well as the opposite adrenal gland were free of 


disease, 


Discussion 

On review, it was noted that the patient ex- 
perienced several episodes of acute pyelone- 
phritis. This appears compatible with the find- 
ing of Wood, Lees, and Rosenthal’, in which they 
reviewed 27 cases reported since 1923. The 
most constant symptoms they noted were fever, 
flank pain, and weight loss. Many of these cases 
did, however, show either abnormalities of the 
pvelograms, masses in the abdomen, or both. 

The absence of hyperadrenalism associated 
with such tumors is well documented.? We are, 
however. at a loss to explain the elevated acid 
phosphatase levels, It should be re-emphasized 
that this finding was confirmed against new 
standards in the laboratory. The return of this 
finding to normal following estrogen therapy is, 
ol course, even more bewildering. 
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Before After 


TY) comes METHODS have been deseribed for 


surgical correction of the prognathic mandible. 
One 


used is bilateral subeondylar osteotomy. 


method which is becoming more widely 

Patients with this developmental deformity, 
the protruding lower jaw, experience difficulty 
in masticating food because of the obvious mal- 
occlusion of the teeth. They are unable to incise 
food with the anterior teeth, and what mastica- 
T110n Is possible is limited to the posterior teeth. 
The endentulous patient presents an additional 
problem in that constructing functional dentures 
is impossible. 

The 


also a major consideration for corrective surgerv. 


unattractive appearance of the face is 
In some patients this deformity has resulted in 
shyness, self-consciousness or other personality 
problems. The patient’s personality development 
coincident with his new appearance is of im- 
measurable value to him, and rewarding to the 


surgeon. 


Report of case 
On Dee. 2. 


eineer was referred to Carle Clinic for evalua- 


1959, a 28 vear old male civil en- 


tion and treatment of his severe mandibular 


prognathism. 


From the Department of Oral Surgery, Carle Hos 
t e 


pital Clinic, Urbana. 
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—_— of 
Mandibular 


Prognathism 


Keport of a on 


Epwarp C. THomeson, D.D.S. 








and 


JERRY A. Brapy, D.D.S. 


The patient was a well-developed, well-nout 
ished young man. History and physical exami 
nation were essentially negative; blood pressure 
122/82, pulse 7 temperature 98° F., respiration 
18. X-ray surveys of the teeth, jaws, and chest 
were negative. The only abnormality was the 


pronounced mandibular prognathism., 


Laboratory data: The hemoglobin was 14.2 
Gms./100 ce: RBC 5 million/eu. mm.; WBC 


6.100/eu. mm. with 55 per cent neutrophiles, 


To) per cent lvmphoctyes, 7 per cent monocytes, 
and adequate platelets. Urinalysis was alkaline, 
The 


and was negative for and albumin. 


sugar 





specific gravity was 1.002. 


Figure 3. Preoperative relationship of the teeth. 
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Figures 1 (opposite page) and 
2. Preoperative and postopera- 
tive views of correction of man- 
dibular prognathism. 


Treatment and course 


Impressions of the maxillary and mandibular 
teeth were taken to study and evaluate the 
planned postoperative occlusion of the teeth. The 
necessary preoperative adjusting and equili- 
bration of the teeth were carried out. 

On Dee. 28, 1959, the patient was admitted 
io the hospital where maxillary and mandibular 
dental arch bar splints were applied with stain- 
less steel wire ligatures. These appliances were to 
be used to maintain the postoperative immobili- 
zation of the jaws in their new relationship. The 
patient Was typed and cross-matched for blood, 
and preoperative antibiotic therapy instituted. 


Figure 4. Sketch of 
subcondylar osteotomy 
method of correcting 
mandibular progna- 
thism. (Courtesy of Dr. 
E. C. Hinds) 
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BORON. con Sacre eee RTOs Cakes . After 


Operation 


Anesthesia was induced with pentothal, ni- 
trous oxide-oxygen, and a nasoendotracheal tube 
Was inserted to maintain a patent airway. 

The skin inferior to the angle of the right 
mandible was prepared, and the area draped to 
expose the operative site. A 5 em. curved incision 
was made 2 em. below and slightly anterior to 
the angle of the mandible. Bleeders were then 
ligated, and, by employing both blunt and sharp 
dissection, the inferior border of the mandible was 
exposed 3 care was exercised to avoid the mandi- 
bular branch of the facial nerve. The external 
maxillary vessels were reflected anteriorly, and 





A 















the masseter muscle freed and reflected superior 
lv, thus exposing the lateral surface of the man 
dibular ramus. The sigmoid noteh was located, 
and, with an electric drill, an oblique cut was 
The internal 


pterygoid muscle was partially retlected from the 


made which sectioned the ramus. 
medial surface of the ramus to allow the poste 
rior fragment of the ramus to be positioned later 
ally. The identical procedure Was earried out on 
the left side. With both posterior fragments in 
lateral position the mandible was pushed poste 
riorly, and intraoral elastic ligatures were ap- 
plied to immobilize the jaw in its new relation 
ship. The masseter muscles were repositioned 
over the rami, and the operative sites closed in 
lavers. 

The nasoendotracheal tube was removed after 
ihe patient reacted to stimuli and questioning. 
The estimated blood loss was approximately 300 
to 500 ce. The patient tolerated the procedure 
well and was taken to the recovery room in good 


condition. 


Postoperative treatment 


The patient was observed constantly for air- 


way difficulties until he was fully oriented. 


Intravenous fluids were continued for 24 hours, 
when a limited oral liquid diet could be tolerated. 


The 


which 


patient experienced only moderate pain 


diminished in a few days. He was in- 


structed how to cut the intraoral ligatures 
avoid respiratory complications if he should be- 
The 


course was uneventful, and the patient was dis- 
1960. 


come severely nauseated. postoperative 


charged from the hospital on Jan. D: 


For the following six weeks the patient tole: 
ated his liquid diet well and was seen at or 
week intervals. At the end of the sixth week t] 
intermaxillary ligatures were removed, mobili 
ing the jaws. The clinieal union was satisfactory 
and he appeared to have good but limited man 
dibular excursions, At four months postoperativ: 
lv there were no abnormal findings. The patient 
new dental ocelusion and his mandibular moys 


ments were entirely satisfactory. 


Discussion 

This case demonstrates the esthetic and func 
tional benetits available for patients with vary 
ing degrees of mandibular prognathism. 

Some of the advantages of the subcondylai 
osteotomy operation are (1) injury to the in 
ferior alveolar and facial nerves is avoided: (2) 
the body of the mandible is not involved: (3) 
there is no injury to or loss of teeth: (4) inter 
osseus Wiring is not required, and good clinica 
union occurs in four to six weeks; (5) the tem 
involved, and 1 
(6) 
this 


poromandibular joint is not 


relation. is unchanged : and open hite de 


formity is a rarity following method of 


correction. 
are few: the 


The disadvantages, fortunately, 


minimal external searring and an average three 


hour's operating time. 
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Treasure trove 


“The milk-cart rattled down the road and our 


Liz, a keen gardener, ran out with bucket and 


spade in search of treasure trove. ‘You can’t 


have that, Liz 
next door, ‘and anyway it’s outside my house.’ 


[ saw it first,’ piped the lady 


But Liz had beaten her to it. ‘A clear infringe- 


ment of manorial rights,’ commented the lawyer 
across the road when he heard of the incident.” 
In England 


Now. The Lancet 1:1291 (June 


{1} 1960. 
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Exchange Transfusion 


in Neonatal Jaundice 


Due to Congenital Spherocytosis 


Philip L. Wachtel, M.D.*, Freeport 


ONGENITAL spherocytosis is a well known 


familial disorder generally recognized in 


childhood or early adult life by the presence of 


related to a chronic hemolytic proce 


ploms 
Recently, however, an increasing number ot 
reports have shown that the disease May be ap 
Medical 


eases ol 


parent even in the newborn. literature 


contains 19 documented clinical 
randice due to congenital spherocytosis recog 
nized in infants less than 14 days old.t?? Other 


ies have been deseribed with a history” of 


eonatal jaundice,’ but the diagnosis was not 
ade until later. Kernicterus has developed in 
least one infant’ and possibly in three oth 

hieht™ 
ansfusions, One of these* had signs of impend 


have been treated by exchange 


y brain damage which disappeared alter treat- 

ent. 

The purpose ol this paper Ix LO report another 
case requiring exchange transfusion, with com 


ents on the diagnosis and treatment. 


Case report 

AGRA Ie 
weighing 7 pounds, 
jaundice was noted. The total serum bilirubin 


a white female, was born Jan, 20, 1959, 


15 ounces. On January 22, 


5.8 mg. per cent. The hemoglobin was 20.8 
Gin. per 100 The had blood 


() Rh positive. The patient was type O Rh nega- 


mother 


ml. type 


e. Direct. Coomb’s test was negative, as was 


indirect Coomb’s test utilizing the mother’s 
rum and the baby’s cells. At this time the 
ther was found to have been intermittently 
indiced prior to splenectomy at age 8. 
by January 24 the bilirubin had risen to 16.6 
g. per The red blood cell 


170,000. The hemoglobin was 18.4 Gm. per 


eent. count Was 


*From the Freeport Clinic 
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100 ml. Reticulocyte count was 8 per cent. A 
peripheral smear revealed many spherocytes. The 
red blood cell fragility test showed: Patient 

hemolysis beginning at O46 per cent saline and 
complete at 0.56 per cent saline; control 

hemolysis beginning at O46 per cent saline and 
complete at 0.30 per cent saline, On January 25 
the bilirubin had risen to 24.2 mg. per cent, and 
Was 


four hours later, at the time of exchange, 


o4.6 meg. cent. exchange transfusion Was 


per 
performed with 500 ml. whole blood, and was 
repeated on January 26 with results as shown 
in table 1. 

Aside from the presence of jaundice, the pa- 
tient appeared well throughout her hospital stay. 
There were no signs of kernicterus. At no time 
was the spleen enlarged to palpation, 

During the past year the patient has remained 
well. Her growth and development have been 
BILIRUBIN LEVELS IN 


TABLE 1. SERUM 


INFANT WITH CONGENITAL SPHEROCYTOSIS. 








1 2 3 4 5 7&8 Vert aer 


Hemoglobin Gm./100 ml. ¢ 
100 ml. x 


Days or LIFI 


Bilirubin mg 





Figure 1. Peripheral blood smear indicating 


spherocytosis. 


There 


enlargement. Her hemoglobin has remained con- 


normal, has been no palpable splenic 
stant between 8 and 11 Gm. The reticulocyte 
count has ranged from 1.5 per cent to 8 per cent. 
The 
mg. per cent indirect and 0.7 per cent direct on 
Oct. 29, 


highest serum bilirubin obtained was 1.6 
1959. The peripheral blood smear now 
shows many spherocytes as illustrated in figure 
1960, showed: Pa- 


hemolysis beginning at 0.64 per cent 


2. A fragility test on Jan. 20, 
tient 
aline; 


saline and complete at 0.40 per cent con- 


trol hemolysis beginning at 0.42 per cent and 
complete at 0.36 per cent saline. A fragility test 
after 24 hours incubation showed: Patient 

hemolysis present at 0.85 per cent and complete 
at 0.42 per cent saline: control hemolysis 
beginning at 0.60 per cent and complete at 0.42 


per cent saline. 


Comment 

The differential diagnosis of jaundice in the 
newborn requires consideration of several con- 
ditions including physiologic jaundice, erythro- 
fetalis, 


hepatitis, 


blastosis ABO hemolytic disease, sepsis, 


neonatal congenital nonspherocytic 
hemolytie anemia, evtomegalic inclusion disease, 
toxoplasmosis, syphilis, and congenital sphero- 
cytosis. Most of these can be identified readily 
by application of the appropriate examinations. 

there is no reliable 


this 


Unfortunately, however, 
test for congenital spherocytosis at age. 
Early diagnosis would be very difficult in most 
cases if it were not for the usual presence of a 
positive family history. Congenital spherocytosis 


is inherited as a Mendelian dominant character- 


istie and should be found in one of the par 
Several instances of the disease have been 
ported without such a history.??'" 

Red cell fragility frequently appears nort 
as it did in this case. This has been thought o 
he due to the presence of fetal macrocytes wh h 
destruction in 


the 


are unusually resistent to 


potonic saline.’ Tf so, in future, us 
normal newborn blood as the control might } 
duce better test results. 

The peripheral blood smear is not diagne 
since spherocytes are frequently seen in the n 
common condition of ABO incompatibility. | 
ferentiation of these two diseases may, in f; 
depend upon time alone. There is, at present, 10 
widely recognized, reliable test for ABO  hetio 
l\ tic disease; but its manifestations are transit 
while those of congenital spherocytosis are | 
manent in the absence of treatment. 

Exchange transfusion, properly employed, is 
known to be effective in preventing brain dama 
io elevated bilirubin, whatever 


due serum 


cause. In newborn jaundice due to congenital 
~pherocytosis, however, the exchange serves lot 
only to prevent kernicterus, but to provide the 
infant with normal red blood cells that survive 
to guard against the dangers of anemia or apla- 
tic crises the first few weeks or months of. life. 
In the case reported, serum bilirubin’ levels 
were allowed to go dangerously high since 
were at first 


unaware of the family history and 


were poorly prepared for an early exchany 


transfusion. It is suggested that, with a family 


history of congenital spherocytosis, preparations 


he made just as they would be in expectation o| 


delivery of an erythroblastotie child. 
Splenectomy is known to cure the clinical 
and 


manifestations of congenital spherocytosis, 


some authorities’ have apparently considered 
neonatal jaundice an indication for early opera 
tion. However, in view of the possible hazards 
of early splenectomy.*'* it is well to note that 
this child and the others reported have remained 
well after an exchange transfusion for follow-up 
periods as long as 22 months. Neonatal jaundic« 
due to congenital spherocytosis is not, in itself, 


an indication for early splenectomy. 
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The “dumping syndrome” 


Following gastric surgery approximately 15 
per cent of patients develop a group of post- 
prandial symptoms which comprise what has 
heen termed the “dumping syndrome.” Shortly 
after a meal these patients develop epigastric 
fullness, severe weakness, tachycardia, sweating, 
and at times nausea and vomiting and diarrhea. 
It was formerly thought that all these symptoms 
were attributable to the rapid passage of the 
ingested food from the gastrie pouch into the 
-mall intestine, and the patient’s distress re- 
sulted from distention and hypermotility. It is 
how recognized that there are additional factors 
such as hyperosmolarity of the food which in- 
creases distention and motility by drawing fluid 
into the lumen of the bowel. This mechanism 
imay also produce a reduced blood volume and 
serum potassium level. A few patients develop 
late dumping which is characterized by symp- 
weakness 


toms of tachveardia, sweating, and 
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about an hour after eating and is attributable 
to an early hyperglycemia followed by a_pre- 
cipitous fall in the blood sugar to hypoglycemia 
levels, 

Fortunately these dumping symptoms are 
short-lived in the majority of patients and dis- 
appear spontaneously in a few weeks. In some, 
however, they are persistent and incapacitating. 
It has been recommended that the diet consist of 
small dry feedings devoid of concentrated sugar. 
Fluids should be avoided while eating and taken 
only between meals. Lying down for a few min- 
utes after breakfast when postprandial weakness 
is greatest is frequently a necessity during the 
early period of treatment. Reassurance, and mild 
sedatives and anticholinergies should be given a 
irial. Frequently these are powerful adjuncts to 
treatment but rarely specific. C. W. Wirts, M.D. 
Problems in Patient Following 
Gastric Surgery. Am.J. Gastroenterol. May 1960. 
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Clinical Evaluation of Soma 


»% NEUCHILLER, M.D. Woodstock 


HE COMMONEST symptom which brings the 
1% patient to the doctor is pain, and relief of it 
becomes a primary objective. Even among the 
well adjusted, it is seldom borne cheerfully, how- 
ever stoically, and those who suffer demand relief 
more than a lot of attention. While low-grade 
pain serves a physiologic function in the defense 
mechanism and is frequently a helpful clue in 
diagnosis, the great bulk of pain serves no use- 
ful purpose. Indeed, catering as it does to the 
dehabilitation of the patient, severe and pro- 
longed pain often impedes, and sometimes de- 
feats, the recovery process. 

In a large segment of patients seen by the 
general practitioner, pain is directly the result 
of muscle spasm, and whatever the etiology, the 
relaxation of the muscle and relief of pain is 
the first consideration. Carisoprodol possesses 
analgesic and muscle relaxant properties’, and 
this paper reports on an evaluation of its useful- 
ness for relief of pain and stiffness in muscles, 
joints and bursae, in a series of patients in whom 
this syndrome was predominant. 


Method 

A series of 43 selected patients were treated 
with carisoprodol. The patients were classified 
according to the condition or syndrome of which 


they complained or was actually diagnosed. 





TABLE 1.—Dracnostic Groups 


Diagnosis 

Fibrositis 

Sacro-iliac and lumbar syndromes 
Myositis 

Ligamental strain 

Torticollis 

3ursitis 

Miscellaneous group* 


Totals 


*Includes: neuralgia, tendinitis, alcoholic polyneuritis, 
derangement of knee joint, and sprain. 


Carisoprodol was supplied as Soma‘'™ by Wallace 
Laboratories, New Brunswick, NJ. 


The youngest patient in the series Was 
years of age and the eldest 763; the majo 
were 30 to 50 years old. For most patients 
tablet was given four times daily, but five 
ceived two tablets four times daily, and 
received one tablet three times daily. All pati: 
received medication for at least seven days, 
the duration of treatment varied up to 28 da 


Results 


Thirty nine or over 90 per cent of the 
patients obtained definite relief with carisoprod 
12 had complete remission of symptoms, and 
experienced great or substantial relief. Of 
four who were not helped, three were found 


require surgical correction. Since pain in most 


these patients was associated with muscle spasin, 


relief was attributed to the relaxant, as well 


the analgesic properties of the drug. 


TABLE 2.—EvaLuation OF RESULTS 
~ Relief. on Caris prodol 
Diagnostic Group Complete Partial None 1 
Fibrositis ] 
Sacro-iliac and 
lumbar syndromes 
Myositis 
Ligamental strain 
Torticollis 
Bursitis 
Miscellaneous group 1 
Totals 2 7 4 43 


(28%) (63%) (9%) (100%) 


Of the 45 patients involved in the series, only 
four experienced side effects, and these were 
mild in nature. ‘Two complained of drowsiness 
and two of dizziness, which was relieved by 
lowering the dosage of the drug. Carisoprodol is, 
therefore, safe, relatively non-toxie and in this 
series showed no serious untoward side effects 


Discussion 


In busy routine practice the general practi 
tioner must deal frequently and promptly with 
pain of musculo-skeletal origin even before the 
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derlying cause is determined. The pathologic pain and muscle spams were treated with cari- 
dition is not found in every case and, if soprodol. Relief was obtained in all but four 
sent, is not always amenable to correction. cases; 39 or over 90 per cent obtained definite 
dealing with this type of pain it is obvious relief with carisoprodol. Of the four treatmen’‘ 
it a safe, oral, non-addicting drug would be a failures, three required surgery. Side effects from 
lcome boon to both patients and physicians. carisoprodol were minimal and mild, and were 
\is series of 43 selected patients, in whom _ relieved by lowering the dosage. 

iscles, ligaments, or bursae were involved in 

inful syndrome were treated with carisoprodol, REFERENCES 

th rewarding results. 1. Berger, F. M.: The Pharmacology and Clinical Usefulness 


‘ : Fae fe ; of Carisoprodol, Detroit, Wayne State University Press, 
Forty-three selected patients suffering from 1959, 
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Beginning Next Month... 


THE ViEW BOA 


A diagnostic quiz feature 


from 


COOK COUNTY HOSPITAL 
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The Program of Forensic Pathology 


In the State of Illinois 


Kpwin FL Hirseu, M.D. Chicago 


T HE CONSTITUTION of the State of Illinois, 

adopted in 1870, directed that “every Coun- 
ty shall elect a Coroner for a term of four vears”’ 
but did not specify his duties and authority. The 
Coroners’ Act of 1874 defined the duties and re- 
sponsibilities of the office. The General Assem- 
blies between 1881 and 1941, over a span of 60 
vears, added only six sections to the Coroners’ 
Act, but none of these gave specific instructions 
about the procedures for the necropsv ol bodies 
from real or suspected 
Act 


1874. modern scientifie aids (fo- 


when death has resulted 


violence. When the Coroners’ was placed on 
the statutes in 
rensic pathology) had not been developed. An 
inclusive system for this needs pathologists 
trained in forensic pathology to make the nee- 
and laboratories for toxi- 


ropsy examinations, 


cology, tissue processing, and other procedures. 


Legislation requested 

Legislative measures to improve the quality 
of the medical examinations for coroners of the 
state had been urged for many years by the In- 
-titute of Medicine of Chicago. Then in 1952 the 
Chicago Medical and the Illinois State Medical 
societies came to grips with the problem, and a 
committee was appointed by the state society to 
determine some positive action. About this time 
the Association of Coroners of the State of Tlli- 
nois also expressed an interest in legislation t¢ 
more clearly define the functions of the coroner’s 
office and to improve the quality of the medical 
examinations. A committee of each group joined 
in discussions. decided to adjust any differences, 
and united to sponsor constructive legislation. 

Anv legislative revision of the Coroners’ Act 
must include all of the 102 counties of the state. 
To meet the great range of coroner workloads in 
the counties, a division of counties on the basis 
of population seemed logical; and as discussions 


on legislation progressed, counties of more than 
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200.000 population were designated as Class 
counties, and those not exceeding 500.000 po} 
lation were designated as Class IT counties. 

Two bills, each complimentary to the oth 
were drafted and on March 9, 1955, were inti 
duced to the General Assembly by Sen. Alb 
and others. They were desit 
Bill 247 Bill 245 


Senate Bill 247 defined more clearly the cases « 


Scott of Canton 


nated as Senate and Senate 
death which belong in the jurisdiction of t] 
coroner: specified coroner’s juries oniy for case 
of suicide, homicide, and accidental death, thus 
saving the cost ot unnecessary coroner’s juries for 
a county: provided that the medical examina 


fions be made by a physician duly licensed ti 


practice medicine in all of its branches and, 


wherever possible, by one having special train 
ing in pathology; and specified that the appoint 
ment of these examiners in Class T counties bi 
made by the coroner while those in Class IT be 
made bv the director of the Illinois Department 
of Public Health in consultation with the elected 
coroner of each county. Coroners and the direc 
tor of publie health. in this plan, thus cooperate 
in improving the quality of the medical exami 
nations of coroner eases throughout the. state. 
and in giving groups of counties the benefits of 
improved medical examiner SePTVICeS, where each 
alone would have difficulty in obtaining a quali- 
fied examiner. 
Senate Bill 24 


the medical examination of a death under mys- 


7 ineluded further directives for 
icrious circumstances, clearance by the coroner 
when the body is to be cremated, and several 
other clarifving instructions. 

Senate Bill 248 provided necropsy service to 
Class TT counties by consultation with the elected 
the Public 
Health. Tt also specified the appointment of an 


through Department of 


coroners 


Advisory Board by the Governor to consider ways 
and means for improving the quality of these 


Illinois Medical Journal 

















This 


Was constituted to in- 


the state. Advisory 


nine members 


throughout 


sei: V1ICeS 


Board of 
de three physicians, three elected coroners and 


ee lay persons acquainted with the problems 


forensic medicine 


Both bills passed the Senate and the House of 


Representatives by wide margins. The Governor 


signed Senate Bill 248 but later vetoed Senate 
Bill 247. The committee of the Illinois State 
Medical Society again met with representatives 
of the Illinois Association of Coroners at the 


Sherman Hotel, Chicago, on Oct. 20, 1956, sug- 


sted minor changes in the wording of the 
vetoed bill, and decided to introduce the 
orm into the next General Assembly (1957). 

sjoard on Necropsy Services to 


Strat- 


revised 


The Advisory 
Coroners, appointed by Goy, William G, 
on, held its organization meeting at the Hotel 
1956. At 


this first nieeting, the proposed legislation was 


leland, Springfield, on January 18, 


discussed, end later the board voted to Support 
but, in good judgment, decided not to sponsor 
the bill. This Senate Bill 63 passed the General 
Assembly and was signed by Governor Stratton. 
legislation recommended — by 
last General Assembly 


Continuing with i 
the advisory board, the 
appropriated funds to establish toxicologic lab- 


the Cook 


County, one at Springfield for the lower tier of 


oratories for coroners, exclusive of 
counties and one in the branch laboratory in 
Chicago for the northern tier. These provisions 


for the coroners are in process of development, 


Duties of advisory board 


The Advisory Board on Necropsy Services to 
Coroners is charged with the responsibility to 
counsel and advise with the director of public 
health on the administration of the Coroners 
Act approved Feb, 6, 1874, as amended, and to 
render medical assistance and advice to the 
coroners of the State of Illinois. At the organi- 
vation meeting of the board, the hope was ex- 
pressed that this group would work together to 
the advantage of all communities and improve 
the quality of the medical examinations for the 
county coroners. It is heartwarming to say that 
a mutual confidence has prevailed in the board, 
and during the four years of service, real prog- 
ress and understanding among the 101 down- 
state coroners have been realized. 

Many questions on policy and procedure have 


been presented for board consideration and de- 
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cision. Under its guidance two manuals have 
heen prepared and distributed. The first was for 
the coroners’ physicians; the second was a guide 
for the coroners in the duties of their office. A 
third, in process, is on the technic of the nec- 
ropsy. The Advisory 
ways and means to realize more fully the ob- 


Board continually seeks 


jectives for which it was created. At the organi- 
zation meeting of the board on Jan. 18, 1956, 
Doctor O. K. Sagen of the Department of Public 
Health made the significant statement that the 
success of the entire program in the state rested 
heavily upon the accomplishments of the ad- 
visory board. In retrospect, the board has served 
realistically, but obviously no health service in 
any state can function and develop without the 
positive support of physicians, and especially 


organized medical societies. 


Improving medical examinations 


Progress in improving the quality of medical 
101 
counties was reflected into Cook County and was 
appreciated by Coroner Walter McCarron. He 
realized that the quality of the medical exami- 


examinations for coroners of the downstate 


nations of his office should be improved, and 
his request for help from Chicago medicine re- 
sulted in the assemblage of an ad hoc committee 
the 
the 


the deans of five medicéal 


representative ot 


composed — ot 
schools, a Institute of 
Medicine of Chicago, and the president of the 
Chicago Medical Society. This ad hoc committee 
1957. with Coroner McCarron 
and offered five recommendations: (1) the ap- 
pointment of a full-time pathologist with spe- 
cial training in forensic pathology, and other 
the functions 


met on July 1, 


qualified assistants sufficient for 
of the medical examinations; (2) the construc- 
tion or organization of a laboratory of forensic 
pathology; (3) the appointment of pathologists 
(4) the procurement of 
and (5) 


the appointment of a Citizens Advisory Com- 


as coroner's physicians ; 


an adequate budget for these purposes ; 


mittee consisting of recognized professional men 
in medicine and law, and influential c¢ivie- 
minded laymen for consultation and advice. The 
ad hoc committee obtained further information 
on the programs for the medicolegal investiga- 
tions of real or suspected unnatural deaths as 
conducted currently in other large cities of the 
United States and compared them with the Cook 


31, 1957, the ad hoe 


County system. On Dee. 
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conunittee reported to Coroner McCarron on the 
results of this study, reiterated its previous rec 
ommendations, and urged the implementation 
of these McCarron 
on April 17, 1958, expressed appreciation for 


recommendations. Coroner 


the thorough study made by the ad hoc commit- 
had 


been sent to all members of the Board of Com- 


tee and stated that the recommendations 
missioners of Cook County. Upon request, the 


details of the recommendations were discussed 
with him on April 28, and immediately he ap- 
pointed a Citizens Advisory Committee to make 
a study of them. 

The Citizens Advisory Committee met with 
Coroner MeCarron and his representatives on 
June 18, 1958. The coroner reiterated his pur- 
pose to improve the quality of the medical ex- 
aminations of his office and to keep this portion 
of his office free from political influences. Sub- 
committees of the Citizens Advisory Committee 
were appointed to examine and make recommen- 
dations in relation to facilities, organization, and 
legal aspects. 

Soon afterward, the Committee was informed 
that the present County Morgue building would 
become available after about two years for com- 
plete reconstruction into an Institute of Forensic 
Pathology for the coroner of Cook County. Mr. 
Earl Kribben (deceased during these activities) 
gave devoted service to this phase of the program 
and secured architectural plans and cost esti- 
mates for the revision of the buildings. These 
plans envision the housing of the toxicology 
laboratories, the laboratories for the necropsies, 
offices, inquest rooms. and other facilities. 

The subcommittee on organization of person- 
nel proposed the selection and appointment by 
the coroner of a full-time certified pathologist 
with specific training and practical experience 
He the 
responsibilities connected with the medical ex- 
the the total 


in forensic pathology. should assume 


aminations of coroner’s office, 


organization of the professional and non-profes- 


S et me a task in which I can 


and it is a task no longer; it is 


sional personnel of this branch of the offiee, a 
develop the laboratories required for an outstar 
ing institute of forensic pathology for the « 
The thi 


responsibilities spent much time and effort 


oner, subcommittee charged with 
planning this comprehensive program and 
the Dr. 


Campbell of Philadelphia was secured and a 


search for a pathologist. Joseph 
pointed to this position by Coroner MeCari 
effective Aug. 1, 1959. 

The subcommittee on the legal aspects fou 
no obstructing difficulties in the further develo 
ment of the program proposed by the Citizer 

Walter M 
meetings al 


Adviso 


Committee with the County Commissioners at 


Advisory Committee to Coroner 


The 


discussions of 


several 
the 


Carron. results of 


informal Citizen's 
Coroner Walter McCarron are productive |x 
vond all expectation. The reconstruction of t! 
County Morgue building is expected to procec: 
in two stages: (1) an immediate modernizatio 
of the space now assigned to the Coroner, am 
(2) a much more extensive building reconstruc 
tion in about two years when the current needs o 
Cook County 
building facilities. 


Hospital have been met by othe: 
A bond issue of $750,000. fo 
the 


revision purposes was approved by voters 


November 


Much remains to be done to realize in a modest 


at the 1959 election. 

way the objectives recommended by the Citizen's 
McCarron. The 
report by the Chicago Crime Commission of July 
10, 1959, 


Advisory Board to Coroner 
commends Coroner McCarron for this 
forward step to improve the quality of the medi 
The 


profession looks upon this program with satis 


cai examinations of his office. medica! 


faction and great hope that objectives projected 
vears ago presently will be realized. 
The opportunities now apparent in Chicago 


and in the State of Illinois for growth and 


potential leadership in forensic pathology and 


forensic medicine should be seized upon and 


given enthusiastic support. 


put something of my very self, 


Joy; it is art. Bliss Carman 
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The Hospital Emergency Room 


James H. Cross, M.D., Chicago 


7. HE HOSPITAL emergency room often Is in a 
dilemma. The public expects, at a moment’s 
notice, the latest in scientific medical care, avail- 
able immediately but has practically no realiza- 
tion of the tremendous organizational and finan- 
Clal problems involved. From a public relations 
the 
made or broken on complex decisions that are 


standpoint, hospital’s reputation can be 
made on short notice. 

At the outset we must clarify what we mean 
by an emergency. A patient may consider a splin 
ter in his finger an emergency, A true emergency 
is a medical problem involving usually a respira- 
tory obstruction, circulatory failure, hemorrhage 
or serious accident. 

Obviously there are differences between an 
emergency room in a large charity county hos- 
pital and one in a smaller private specialty hos- 

tal. A community hospital may serve an in- 
lusirial area and treat mostly industrial injuries, 

may be in a congested traffic center where 

re are many automobile casualties. All these 

factors must be considered in planning the emer- 
ney Toom. 

Further, in some hospitals, there is no special 

‘patient department, and it may be desirable 

extend outpatient care in conjunction with 
the 


min many smaller hospitals, is used for lesser 


‘gency care. In addition, emergency 
surgical procedures. At Community Memo- 
General Hospital, La Grange, it also serves 


in outpatient area and as an outpatient minor 
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surgical room, In general, however, the hospital 
emergency room is outlined primarily for trau- 


matic or medical emergencies. 


Location 

In architectural planning for an emergency 
room, certain basic principles must be kept in 
mind. ‘The location should be accessible to am- 
hulances, with an unobstructed driveway, and 
the entrance clearly marked and well lighted. 

The itself 
from the main entrance of the hospital and, if 
possible, adjacent to the x-ray department and 


emergency room should be away 


laboratory. Not only should ancillary services be 
physically adjacent to the emergency room, but 
there should be an arrangement as well whereby 
prompt functional service is available. 

The allotted to the 
emergency room should, of course, depend upon 


amount of floor space 
location and size of hospital and the anticipated 
patient load. Ideally, there should be a treat- 
ment room, a minor operating room that can 
be kept aseptic, and adjacent examination and 
observation rooms. If combined outpatient rooms 
are utilized, provision should be made for pre- 
venting traffic in and out of the aseptic room. 
Ideally, there should be a waiting room with 
facilities for the police to interview relatives, 
and with telephone facilities for the public and 
the press. 

In many older hospitals the emergency room 
consists of a single room which is used to per- 
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form a variety of functions, ranging from the 
treatment of a scratch at one moment, to the 
care of a patient with multiple severe injuries 


immediately thereafter. 


Equipment and supplies 


Certain equipment is essential for any emer- 


gency room, The patient table preferably should 


he the cart type that will allow movement for 
diagnostic procedures and to the wards without 
necessity of lifting the patient too often. There 
must be supply and instrument cabinets and 
some type of dressing cart. Oxygen and suction, 
preferably the wall type, must be instantly avail- 
able. A sink and disposal unit is also basic. In 
one-room units, the nurse needs a desk for sup 
plies and records, with telephone facilities, but 
if there are several rooms these facilities should 
be elsewhere to maintain the aseptic character 
of the room. A refrigerator is especially desirable. 
medications 


Resuscitation equipment = and 
| 


must be readily accessible and clearly labeled. 
One of the artificial respirators may save a life, 
and, of course, airways and intubation sets are 
necessary. A tracheotomy tray likewise must be 
easily accessible. Means for circulatory resusci 
tation must be at hand. This includes plasma 
or plasma substitutes, saline and glucose infus- 
ions, and vasoconstrictors. Cut-down sets must 
be in the room. Other basic supplies consist of 
splints, prep trays, suture trays, gastric lavage 
sets, tourniquets, an eye tray, a small autoclave 


or sterilizer, and the tsual basic instruments 
and solutions on the dressing cart. Mavo stands 
or similar trays are essential, as well as good 
lighting facilities. A considerable array of acces- 


sory supplies also must be available. 


Staff 

The nurse in charge of the emergency room 
should be physically strong, because the work 
may be quite arduous. Moreover, the nurse 
should desire this assignment and be one who 
takes a keen interest in resuscitation procedures, 
patient 


The number of nurses depends on the 
load. In small hospitals it might be necessary 
for the nurse to perform other duties, although 
if at all possible this should be avoided. An aide 
is essential, and this position is best filled by a 
male who can help lift and do other heavy jobs. 

Medical staff organization of the emergency 


room is a controversial topic among doctors. 
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There must be a physician available at all t: ve, 
When a hospital has an adequate house sta‘, a 
resident who will always be available shou! — be 
assigned to the emergency room, He shou 
well trained to handle traumatic cases and 
realize that the staff physician must be c. ‘led 
before any definitive therapy is instituted. 

If the hospital is without a house staff, hen 
some system must be set up whereby the taff 
men, on a rotation basis, assume responsi!) lity 
of being in the hospital to cover the emerg ney 
room. In small hospitals it might be neces -ary 
for all members of the staff to rotate throug 
hour duty periods to insure adequate covera 

The ideal procedure, I believe, is to off 
staff members interested in emergency traw 
work the responsibility of the emegency 
on a Voluntary basis, and then to set up a 
tion system. Ordinarily the assignment sh 
be for one week periods if there is a house s': 
or for 24 hour periods if no residents are a\ 
able. A similar voluntary rotation system shi 
he arranged for medical emergencies. A lis 
consultants for each of the subspecialties shou 
he posted; in hospitals with surgical privileg 


clearly defined, its utilization is mandatory. 


Emergency room procedures 

If the emergency patient has a private phy 
cian on the staff of the hospital, of course, thet 
must be immediate notification and cooperation 
with that physician. Adherence to this principle 
of medical ethics is often a cause of delay and 
of consternation to the patient. His personal 
physician, however, is his guarantee of personal 
care. Of course, if the situation does not require 
immediate attention and the personal physician 
is busy with other patients elsewhere, there nat- 
urally will be a delay for further definitive 
therapy other than first aid which nurses and 
house staff provide. 

Definite restrictions should be placed upon the 
extensiveness of the procedures in the emergency 
room. As a matter of fact, all procedures that 
require other than local anesthesia should be 
carried out in the operating room. 

If the hospital has a recovery room whieh is 
used as an intensive treatment center, it may be 
best to take seriously ill patients directly to this 
center, where equal or better facilities are avail- 
able, and thus not congest the emergency room. 


When a number of critical cases are being 
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brou 
mus 
whit 


part 


Admit 


rool 
other 
“1ve 

ihe ¢ 


atten 


broucht in, some facility such as a recovery room 
must be utilized as part of a mass casualty plan 
whic. every hospital should have worked out as 


part of its disaster plan. 
Administrative difficulties 


It is important that every hospital have an 


emerveney Toon, The public looks upon the 


hospital as a place to turn for immediate medical 


altel tion. Since service is expected, there is freal 
difficulty in operating on a business-like basis. 


Patients and their families feel insulted if any 


mention is made of financial arrangements, and 


vreat must be met in maintaining 


the physical and functional organization of the 


expense 
room. Tf seriously ill patients require blood and 
other biologicals as well as utilization of expen- 
sive equipment, bills can mount rapidly, leaving 
the administrator hopelessly frustrated in_ his 


attempts to prevent serious financial losses. The 


Cancer therapy 
More than 55 years experience with irradiation 
has amply demonstrated that it can destroy can- 
of the cervix limited to the pelvis and can 
the 
and useful 
es, cancer of the cervix tends to remain within 


mit patient to pursue a normal, active, 


life. In contrast to other malignan- 
pelvis. It is usually moderately sensitive to 
Small amounts of therapy to lim- 
will rarely afford control. Excessive 


adiation. 
d zones 
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problem is often accentuated by the doctors who 
expect emergency room care for their patients 
without thought of expense. The police and 
press often emotionalize the situation, thus com- 
pounding the problem. In large cities indigent 
patients can be sent on to the city or county hos- 


pital, but the transport he dangerous to 


May 
the patient and such transfers often create ill 
will and bad publicity. In this day of auto acei- 
dents, with liability. and legal complications, 
both the doctor and the hospital are subjected 
to long waits for their remuneration and con- 
the 


that we 


siderable with medical reports. 


For the 
the problem by setting up the best facility pos- 


anhnovance 


present it seems must face 
sible, staffing it ethically and as ably as possible, 


continuing to remain at the demands of the 
public, the press, police and others, and praying 
that it will avoid bad publicity and serious finan- 


loss. 


cial 


amounts may destroy the maliginancy, but 
injuries to the patient’s vital pelvic structures 
may be as serious as the tumor. With generally 
accepted levels of therapy between these two 
extremes only an approximate 10 per cent of 
the cases should prove to. have resistant malig- 
nancy. Less than 10 per cent should experience 
severe injuries. G. C. Lewis, Jr., M.D. Radiation 
Therapy for Cervical Cancer. J. Missouri M.A. 
May 1960. 








The Coming Bond Plans 


Gov. WILLIAM G. STRATTON 


The following is excerpted from an address by Gov. William G. 


Stratton. delivered at a dinner meeting of the St. Clair County Medical 


Society, September 1 in Belleville. 


I WANT TO discuss with you an issue of vital im- 


portance to our state today, a practical issue, 


not a theoretical one: the two bond plans which 
will be voted on in November in conjunction with 
the general election. 

As you are well aware, one would provide a 
working fund of $150,000,000 for the construc- 
tion and rehabilitation of our mental hospital 
and welfare institution capital plant. The other 


is for $195.000,000 to construct sorely needed 
new college buildings at our six state-supported 
institutions of higher learning. 

Both are needed badly, and groups of dedi- 
cated citizens such as this can play an immeas 
urably important role in their adoption. 

[ hope you will consider well the arguments 
pro and con, and that vou will agree with me 
that this financing is vital to the welfare of our 


state. 
Mental and welfare institutions bonds 


It is true, I know, that in the last eight vears 
we have been able to open two new mental hos- 
pitals, the first in thirty years, and have nearly 
completed a new pediatric institute for retarded 


children, the first such construction in eighty- 
two years. Also, we have the money available and 
plans are on the boards for a similar institution 
here in southern Illinois. 

These constructions have been and are being 
accomplished out of current funds, but they will 
be woefully inadequate of filling the needs, Our 
physical plant for the care of the mentally ill, 
the blind, the hard of hearing, and the other 
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wards of the state under the welfare departi 

is literally a century old in many areas. In addi 
tion, many are dangerous, and a majority are in 
adequate not only from the standpoint of faci 
but from the standpoint of space. We have bee 
able to increase our discharge rate from = thi 
mental hospitals some 28 per cent in the last 
eight years, and we have cut down crowd 
but we are still far overpopulated. Even the two 
new institutions for the mentally retarded wil 
leave a long waiting list of the unfortunate it 
that tragic category, and at least three other, 
stnaller, institutions are planned to help. that 
situation, 

But we need not only new buildings ; we need 
to replace mans that now stand. We need to r 
move the dread of fire; we must replace th 
wooden floors, the shabby staircases : and wi 
must do it now. 

We cannot be blamed for lack of foresight in 
the past, nor can those who set the standards in 
the past be blamed too strongly for failing to see 
the immensity of the problems that burgeoning 
populations bring. But we ean be blamed if we 
fail to act now—-and IT mean to act quickly, not 
set a plan for the next twenty vears, but build 
now for the present and the future, 

Actually, if this program had been activated 
say thirty years ago, difference in the cost of 
building then as compared with the cost ot 
huilding now would have been enough less to 
pay for, and more than pay for, the interest on 
the bonds in that time. Let me remind you that 


the cost of the tremendous toll road program wi 
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ac! vated through private bonding rose more than 
s1°.000,000 in the short time we were fighting 
rippling court cases which were put in the 

way of the highly successful toll road plan. 
hus [| believe that this method of financing 
ot only practical from the standpoint of get- 
ra job done when it has to be done. [ believe 


ill save money in the long run. 


The university bonds 


Ihe same arguments prevail for the university 
hond issue. It is true that more than 100 college 
and university buildings have been dedicated in 
my term of office, but we are still far short of the 
structures we need, not for the next generation 
of students but for the present generation. You 
are all men and women who have acquired ed- 
ation far beyond that obtained by most of our 
citizens, because your profession requires that 
extensive training. Thus you know the impor- 
ance of higher education in a world that is 
highly competitive and constantly presents new 


problems, 


Play and umpire, both? 


There is a place for government in medicine. 
It is the place of the government to govern, to 
decide the rules under which the game shall be 
played. It is not the place of the government to 
make the rules, play the game, and umpire all at 
the same time——while at the same time making 
people pay, most often excessively, for participat- 
nye in the spectacle, Doctors must practice med- 
cine because that is their job. They know how 
io practice much better than economists, legis- 
ators, or politte ians. No system vel devised for 
‘trance of government in medicine will work 
or satisfy the people unless physicians find it 
orkable and capable of permitting satisfactory 
service. La. By Likes, M.D. Socialized Medicine 

.. Its Un-American Philosophy. Rocky Moun- 
ain M. J. May 1960, 
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The simple fact is that as we graduate more 
and more youths from high school through 
greater populations, as more and more youths 
seek a college education, and as more and more 
are able to afford that education, we are standing 
virtually still in building to handle the require- 
ment. 

Here again it is not a problem of a long range 
program. It is a problem for today and tomor- 
row. We must build now to provide the educa- 
tion our nation needs to maintain its status in a 
world that is at best not too friendly to us. 

] don’t know of a more important subject for 
your study and consideration than this bond 


building plan. It hope we may have your support. 


| Ed. note. The Illinois State Medical Society, 
through action of the Council, has endorsed the 
$150,000,000 bond issue for new construction 
and major repairs in existing facilities in mental 
hospitals and welfare institutions. A request for 
endorsement of the second bond issue has never 


heen presented to the Society. | 


The physician in community 
affairs 


There have been sad but unmistakable signs 
in recent years that our time-honored prestige 
has been weathering badly the storm of public 
opinion on this issue | participation in commu- 
nity affairs]. Our ivory tower of professional 
detachment has been called “an ivory tower 
papered with greenbacks.”” Members of the med- 
ical profession have been characterized as “a 
hard insoluble mass in the community; all they 
do is take—they don’t want to put anything 
hack.” An editorial has baldlvy stated, “A city 
needs all the help it can get and doctors should 
give a little more than just what comes from 
the business end of a hypodermic.” /£. L. Dessen, 
M.D. The Physician's Responsibility in’ Com- 
munity Affairs. Philadelphia Med. April 1, 1960. 
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Common cold remedies 


Remedies for the common cold may be classi- 
fied in several ways. Some remedies work and 
some don’t; most are in the latter group. Some 
remedies purport to prevent or cure colds and 
some to alleviate them; actually there are no real 
preventives or cures. A third classification con- 
sists of remedies that are advertised to physicians 
and those that are advertised to the laity; in this 
case, too, most are in the latter group. 

But before we consider the various remedies 
or purported remedies, let us first define a com- 
mon cold. Present information leads us to be- 
lieve that the common eold is a eroup ot infee- 
tions caused by a number of antigenically differ- 
ent but closely-related viruses. These diseases 
have in common the fact that the incubation 


period is short—from one to four days—and the 


symptoms are predominately coryzal, accom- 
panied by a scratchy throat and cough, some- 
times by malaise or headache, and only occasion- 
ally by fever. The cold itself lasts from three to 
six days—longer only if complications develop. 

At present there are no means of preventing 
or cutting short a cold. Various vitamins, ultra- 
violet light, and bacterial vaccines have been 
strongly advocated at some time in the past, but 
all have been discredited by carefully controlled 
experiments. Hope springing eternal in the hu- 
man breast as it does, many persons (including 
some doctors) may become convinced of the ef- 
fectiveness of a new remedy because the patient 
who seeks a prophylactic measure is the one who 
has had more than the average number of colds. 
Since by the laws of chance he is likely to have 
an average number of colds in the following 
vear, any measure that he takes for the purpose 
of prophylaxis is likely to be followed by a 
smaller number of colds than the vear before. 
The patient (and the doctor, too, if he is not 
careful) is likely to fall into the fallacy of “post 
hoe, ergo propter hoc.” 





The idea that a bacterial vaccine might pre 
vent colds was revived recently by Do-tor 
Ritchie of England.’ but his work has not been 
confirmed,” and there is no reason to believe + hat 
his bacterial vaccine is any more effective than 
any of the dozens that have been tried unsuccess- 
fully in the past. 

I do not mean to brush aside the idea that a 
vaccine will eventually be made that will prevent 
colds. Indeed, I think this is now a very good 
possibility, and one might even be available to 
the practicing physician within the next five 
vears. Recent studies on human volunteers® have 
shown that one attack of an experimental cold 
apparently conveys good immunity against sue- 
cessive attacks. The isolation of a number. ot 
viruses (Hemadsorption, Echo and Reo viruses) 
which have caused syndromes characteristic of 
the common cold makes it likely that a sufficient 
number will soon be available for incorporation 
into a vaccine that will prevent a substantial pro 
portion of colds. 

If the prophylaxis of colds is a possibility Lol 
the future only, what of their amelioration ? This, 
too, Is a graveyard of remedies. Because of the 
resemblance of colds to allergie rhinitis, anti 
histaminie agents have been advocated and wide 
ly advertised. Again, as soon as double-blind con- 
trol studies were done, the antihistaminies were 
shown to be worthless in upper respiratory in 
fections.* Because of the turgescence of the nasal 
mucous membranes in the common cold, ephed 
rine-like drugs have been used locally. While 
these may give temporary relief, the writer has 


found that they make some patients worse | 
cause of the secondary vasodilation that follows 
the vasoconstriction thirty minutes to two hours 
after the application. Corticosteroids also have 
heen advocated, but even if they are effective 
(and this is doubtful), their use is like driving 
a tack with a sledgehammer—and the risks are 


comparable, 
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Lntil we can devise a specific prophylactic 
meesure, We should stick with aspirin and 
pheaacetin for pain, if any is present; hot ir- 


rigetions or gargles for sore throat—-and above 


all, warmth. Grandmother had something when 
she put our feet in hot water. In the course of 
our experiments on chilling in relation to the 
common cold, my associates and 1 found that, 


when we exposed to cold air any part of the body 
of a patient with a cold, his nasal and post-nasal 
secretions increased, and he usually began to 
sneeze, On the other hand, if all parts of the 
body except his face and hands remained com- 
pletely protected, the patient’s secretions usually 
stopped and the turgescence of his nasal mucous 
membranes decreased. As in so many cases, the 
sin plest remedies are the best. 

Harry F. Dowling, M.D. 
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Psoriasis — some newer 
developments 


“What's new in psoriasis?” is the question 
that is constantly asked of dermatologists, not 
alone by patients with the disease but by physi- 
cians as well, It has been so since antiquity, and 
in earliest recorded medical history, psoriasis 
has always been the subject of a tremendous 
amount of study directed chiefly to the various 
clinical aspects of the disease and to the psoriatic 
patient. Throughout the vears despite all efforts, 
no way was found to identify psoriasis with cer- 
tainty by chemical examination of the blood or 
by any other biologic tests of any organ or tis- 
ue. Nor were there chemical or physiological 
eterminants to explain the mode of inheritance. 

In recent years a fresh approach with new 
nethods of investigation has dominated the re- 
earch in psoriasis, all of it, as in other branches 
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of medicine, aimed at fundamental or basic-sci- 
ence aspects of the disease. Emphasis currently 
is on the lesion itself, Biochemical studies have 
shown that the psoriatic lesion exhibits a marked 
reduction in the amount of water-soluble poly- 
peptides, and that it is deficient in dipeptidase 
activity, both conditions seemingly defects in the 
enzyme systems concerned with protein metabo- 
lism of the psoriatic lesion. Specifically, physical 
abnormalities in the psoriatic layer were reported 
io include decreased permeability of pulverized 
scales and a decreased water-binding ability. The 
chemical anomalies found were low water-ex- 
tractable free amino nitrogen content and a high 
sulfhydryl concentration. All of the defects were 
in the soluble fraction of the horny layer; the 
insoluble epidermal keratin showed normal 
values. 

These chemical abnormalities offered promise 
of a working theory to explain the pathogenesis 
of the disease. Unfortunately, the finding of de- 
ficient activity of proteolytic enzymes could not 
he confirmed by European authors. However, in- 
creases in other important water-soluble com- 
ponents of psoriatic scales (pentoses, proteins 
and mucopolysaccharides) have been reported 
and the findings confirmed so that the histochem- 
ical approach to the understanding of psoriasis 
ix still a hopeful one. 

Studies by ultracentrifugation of lesions gave 
results that would indicate that the immediate 
cause for the development of the lesions is a 
disturbance of lipoid metabolism mainly of hy- 
drophobie ones and most likely of cholesterol. 
This is not to imply that the disturbed lipoid 
metabolism represents the only and first cause 
of psoriasis—it may represent either one of the 
pathogenetic factors, or their result. 

Most recently, in an interesting report await- 
ing publication, the dermatologic group at Stan- 
ford University made observations that suggested 
an autoimmune mechanism in the development 
of psoriasis. Utilizing the highly sensitive passive 
cutaneous anaphylactic (PCA) reaction, they 
demonstrated that the sera of most psoriatic pa- 
tients contain a substance which, when injected 
into the skin of experimental animals, reacts 
significantly when psoriatic plaque homogenate 
is later administered intravenously. Based on 
the results of suitably controlled studies, the re- 
action appeared to be a specific one and differ- 


ent from that seen in a typical passive cutaneous 
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anaphylactic response. Thus the door is opened 
a bit to the speculation that the development of 
psoriasis may depend upon an autoimmune 
mechanism, although objective evidence for this 
is still lacking. 

Herbert Rattner, M.D. 


Nicotinic acid lowers cholesterol 

Nicotinie acid is one method for lowering an 
elevated blood cholesterol level. Large amounts 
(3 Gm. daily in divided doses after meals) are 
hecessary, and a good response Can be expected 
in 75 per cent of patients. The reduction is 
most notable in the beta-lipoprotein fraction. 
The higher the cholesterol level the greater the 
fall, but it is difficult to lower the level below 
normal, regardless of dosage. To the best of our 
knowledge, nicotinic acid alters an enzyme sys 
tem in the liver that helps in the synthesis of 
cholesterol. 

How long can the body tolerate large doses 
of nicotinie acid? Side reactions such as cutane- 
ous flush and pruritus are not serious and 
usually disappear in two weeks, Gastrointestinal 
irrritation is more distressful and occurs in 40 
per cent; peptic ulcers are reactivated after ex- 
tended usage. A buffered preparation gives relief 
of symptoms, but it is more logical to trv other 
antiatherogenic agents. 

The possible toxie metabolic effects after long 
usage have not vet been thoroughly explored. 
The liver is of greatest concern to many author- 
ities even though the evidence to date is scanty 
that its function is being impaired. 

Most important consideration: What does it 
do to atherosclerosis? We may find in treating 
this lesion that lowering the blood cholesterol 
with nonspecific remedies is as foolish as was 
lowering the blood sugar via diet in the treat- 


ment of diabetes before insulin Was discovered. 


Bowel obstruction by intestinal 
adhesions 

Connolly and Smith’ suggest intubation, suc- 
tion, and supportive therapy as the initial ap- 
proach to bowel obstruction due to intestinal ad- 
hesions. This is followed by surgery when prompt 


results do not occur. 


954 


To avoid recurrence, they suggest the ¢: r 


cleansing of gloves, avoidance of unnece \ry 
trauma, and absolute asepsis. The adhesio re 
divided by coagulating cautery, and small di ots 
in the peritoneum are covered by graf: of 
mesothelium from omentum or mesentery. | ove 
defects are let alone. Hyaluronidase is ins) ed 


before the abdomen is closed. 


Many ways have been proposed to preven ye- 


current adhesions. These include the introdu nn 
of many solutions into the peritoneum suc as 
saline, glucose, amniotic fluid, and enzy es, 


None have been too successful, The same c: he 
said of adrenal steroids, heparin, and_ pre 
mine. One of the most unusual proposals as 
the feeding of an iron suspension by me ith 
and then moving a magnet over the abdorsen 
postoperatively, 

There is no substitute for eood surgical 
nique in preventing adhesions. ‘Trauma to 
peritoneal surface stems from rough handling 
of tissues, improper use of retractors, excessive 
packing with gauze, especially dry gauze, 
necessary sponging, mass ligatures, as well as 
large needles, sutures, and hemostats. Gloves 
contaminated with powder also irritate the di 


cate membranes. Bacterial contamination and 


chemical or thermal irritation should be adder 


to the list of etiological features, 


Connelly, J. E., and Smith, J. W.: Intestinal Adhesi 


Square pegs in round holes 


Many Americans have developed a champagne 
appetite for medical care on a salary that is kept 
at beer levels through inflation and taxation. 
They are demanding more hospital benefits, 
wonder drugs, tranquilizers, and surgery but are 
unwilling to pay the costs. They also want spe 
cialists and demand consultation ——- not with 
any but with the leading specialists. 

We recognize that the demand stems from the 
belief that health and good medical care is the 
right of every citizen. So is good food, clothing, 
housing, and transportation. In many instances 
these demands were created by politicians in 
need of votes and by do-gooders who have the 
same reason but a more subtle approach. 

But the finest medical care is not always the 


most expensive. It is nice to have a Cadillac, but 
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Ford or Chevy does just as well. None of these 
curs 1s foolproof, and trouble with the brakes, 
usmission, and tires occurs independent of 

e initial cost. 

Good medical care cain be had at a reasonable 
price by honest, well informed physicians. Spe- 
cialists are not always needed, and most illnesses 
cin be treated at home or in the office with less 

pensive remedies, 

The public demand for specialists has chal- 
lenged the medical student and young physician 
to excel in a particular field. Throughout the 
United States there are now eight specialists to 
every nine general practitioners. In California 
60 per cent of the physicians are specialists, The 
reason Why specialists charge more is well known. 
Many internists for example, conduct a family 
type practice at a fee in keeping with specialized 
training. In many instances the conditions being 
treated, such as simple respiratory infections, 
do not warrant such talent. 

In time the pendulum may swing toward the 
ceneral practitioner who is capable of treating 
the majority of patients. The more practical 
M.D. will be able to minimize the cost without 
endangering the life of the patient. The trend 
will mean a return to a more intimate doctor- 
patient relationship. 


Is America interested in health? 


It is a strange paradox that the American 
people are intensely interested in’ their health, 
vet they spend more money on smoking and 
drinking than on drugs, hospitals, and) physi- 


clans combined. In addition, they complain 


about the cost of medical care but are willing. 
if not anxious, to spend comparable amounts on 
their socially tobacco and 


pleasant poisons 


alcohol, 
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The latest statistics from the U.S. Depart- 
ment of Commerce showed that in 1959 we spent 
the following in millions: 

Tobacco $7,034 

Aleoholie beverages 9,600 
Total $16,634 
$3604 
4.588 


Drugs 
Physicians 
Privately controlled hospitals 


and sanitariums 1.689 
Medical care and hospital 

care insurance 1,318 
Ophthalmic products and 

orthopedic appliances — 1,185 


Total $15,584 

But this is only part of the story: Americans 
spent nearly as much money getting their cars 
repaired and cleaned ($4,536,000,000) as they 
did on keeping themselves in running condition 
($4.588,000,000), They spent slightly less on 
shoes ($4.282,000.000). Almost twice as much 
money went into jewelry and watches as into 
eve glasses, contact lenses, and orthopedic appli- 
ahces. 

Our democracy is a pressure government, and 
this vear particularly, the pressure is on to pass 
legislation to expand government medicine. 
Those who propose to do this appeal to the 
masses by offering tax-supported medical care. 
maintaining that it now is too expensive and 
should be made available to all. Nothing is said 
about free poisons, shoes for the kids, and goy- 
ernment-supported auto repair shops. Some- 
where along the line Americans have lost their 
sense of values. They are willing to “louse up” 
a profession dedicated to their health and wel- 
fare in order to have money left over for habits 


that have never proved to benefit a single 
person. 
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AT THE EDITOR’S DESK 





DERMOPLASTY FOR EPISTAXIS 


Saunders has reported on a unique operation 
for the permanent control of epistaxis caused 
by hereditary hemorrhagic telangiectasia. The 
mucosa of the anterior third of the nasal septum 
is removed and replaced with a skin graft. In 
this way the major source of bleeding is elimi- 
nated even though telangiectasia is present in all 
parts of the nose, This is the area that is subject 
to trauma and most likely to bleed. Septal der- 
moplasty was done on eight patients, and all 
have been able to maintain their hemoglobin 
values at normal levels for the first time in vears. 


OraAL PoLttio Vaccine IN 1961 


According to Dr. L. E. Burney, Surgeon Gen- 
eral, Public Health Service, the live poliovirus 
vaccine is more appropriate for use in a com- 
munity than on an individual basis. As a result, 
attention should be given to such matters as 
administration to special groups, e.g., very voung 
children, pregnant women, susceptible adults. 

The live poliovirus vaccine is unique with its 
capacity to spread the virus in a limited manner 
to nonvaccinated persons. There is always a pos- 
sibility of reversion to virulence of live polio- 
virus vaccine strains, which is an important 
feature in the community if the vaccine is used 
improperly. It is for this reason that it has been 
emploved largely in mass administrations where 
most of the susceptible were simultaneously given 
the vaccine, thus permitting little opportunity 
for serial human transmission. It has been ad- 
ministered also during a season of the year when 
wild strains have shown a limited capacity for 
spread, 

Dr. Burney does not anticipate that the vac- 
cine will be available in any quantity for several 
months, possibly not until mid-1961. 
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PHARMACEUTICALS 


Upjohn’s new topical steriod base is said 
he a substance “very much like human skin oils 
The new vehicle, Veriderm, is a happy mediu 
hetween the waxy extreme of cream bases ar 
the greasy extreme of ointment bases. It remaii 
soft and pliable after application and does no 
hecome hard and Waxy. It does not feel gfreas 
and replaces natural lipids instead of substitut 
ing material derived from sheep and petroleun 

It was developed after large quantities oO; 
human skin lipids were studied to determin 
whether they were stable, similar in all parts 
of the body and whether there were variations 
among people and from season to season. 

New products containing Veriderm are Med 
rol-Veriderm and Neo-Medrol Veriderm. 


Camoprim® is Parke Davis & Company’s new 
antimalarial preparation that is effective against 
all stages of the disease. It is a combination o! 
Camoquin (amodiaquin), which destroys the 
organism in the blood, and promaquine, that 
destrovs the tissue forms as well as certain 
merozoites that reinfect the mosquito. 


Vick Chemical Company has made such 
highly successful inroads into the ethical phar- 
maceutical business that it is changing its cor- 
porate name. It will be known as Richardson- 
Merrell, Ine. The new name combines the found- 
ers of Vick and the William S. Merrell Company. 
Their number one product for the moment. is 
MER-29, an anticholesterol drug, which could 


grow into a $20 million-a-vear pill. 


PHOSPHORIZED CANCER CELLS 


Cancer cells take up more phosphorus than do 
normal cells. A team from the Memorial Sloan- 
Kettering Cancer Center were able to detect a 
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ference among noncancerous, precancerous, 
id cancerous lesions of the vulva with intra- 
nous infusions of radioactive phosphorus. In 
series of 13 women, certain Invasive cancers 
ok up 2.4 to 6.9 times as much phosphorus as 
rmal tissues. Localized cancers took up 1.9 to 
0, and leukoplakia from 1.5 to 2.4 times nor- 
nial. Measurements are made from one to three 
hours after the material is injected with a small 
hand-held Geiger counter. It usually takes from 
30 to 45 minutes. All diagnoses were confirmed 
hy microscopic examination, The method is par- 
icularly valuable in determining the extent of 
the tissue to be removed because, in many in- 
-tances, the malignant cells extended beyond 
the visibly affected tissue. 


POLLS 


Medical ‘Times magazine conducted a poll on 
whether the phrase socialistic medicine was more 
descriptive than the commonly used term social- 
ized medicine relative to governmental activities 
in the practice of medicine, The interviews were 
made on Madison Avenue and at Union Square 
in New York. More than half declared) them- 
selves in favor of some form of socialized medi- 
cine, but only 32.4 per cent at Madison Avenue 
and 40.5 per cent at Union Square were in favor 
of socialistic medicine. 

Perhaps the medical profession will do well 
by calling government medicine by the name that 
describes it the best. Let’s make it socialistic 
medicine hereafter. 

Meanwhile Medical Times conducted a_presi- 
dential poll among 15,000 physicians, residents 
and interns, Nixon was the choice of 68.6 per 
cent, Kennedy 25.7 per cent, and 5.7 per cent 
were undecided, Nixon polled a clear majority 
in all areas but was strongest in the Rocky 
Mountain states, whereas Kennedy’s maximum 
strength showed up among the physicians in 
New England and Middle Atlantic regions. 


HosprraALizATION REFLECTS INFLATION 


The cost of hospitalization will more than 
likely rise even though attempts are being made 
to cover operating costs, simplify drug inven- 
tories, and redesign wards. One authoritative 
forecast claims that costs will rise 50 per cent in 
the 10 year period that began in 1958. The most 
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important item is labor, according to the Wall 
Street Journal. The payroll represents 65 per 
cent of the total cost. A 10 per cent wage in- 
crease is a 6.5 per cent over-all cost rise. We can 
expect these increases considering the low salaries 
that many hospital employees receive today. 

Hospital! equipment costs more. A typical bed 
now costs $205 as compared with $165 five years 
ago. A dozen sheets was $19 and now is $25. 
Microscopes, test tubes, and other laboratory 
equipment are higher. Many hospitals are going 
into automation. They now have a $3,500 auto- 
matic blood cell counter, a new item on the 
market. 

New York Hospital saves $250,000 to $500.- 
000 a year by buying large quantities and stock- 
ing medicine by generic names. Some hospitals 
are banding together for the joint purchase of 
supphes. Management audits and new designs 
are helping also to keep the price of hospitaliza- 


tion from getting out of hand. 


NOTES FROM INTERNATIONAL CONGRESS 


Many interesting reports appeared from the 
third International Congress of Physical Ther- 
apy. 

CorRRECTING THE HeEMIpLEGIC Gait. Dr. W. 
T. Liberson of Hines Hospital told of an auto- 
matically administered electrical stimulation 
that successfully eliminated the “drag and 
shuffle” gait of hemiplegic patients. The switch 
is placed in the heel of the patient’s shoe. When 
the foot is off the floor, the current goes on to 
stimulate the paralyzed muscle. The electricity 
comes from a portable transistorized stimulator 
worn around the waist. It is the same type of 
stimulus used by therapists to prevent muscle 
atrophy and to maintain nerve fiber vitality. 

The method is contraindicated when there is 
pain, spasm, and difficulty in producing co- 
ordination, 

Jomnt STEREO. Dr. Herbert Fischer from the 
Chicago Rehabilitation Institute told of the 
value of auscultation in the diagnosis of various 
knee conditions. According to Dr. Fischer, the 
normal knee joints produce sounds which are 
relatively uniform in intensity, frequency, and 
patterns. In rheumatoid knee joints, a low thud 
is frequently heard, whereas in degenerative joint 
disease, the characteristic sound is a series of 
high frequency bursts at irregular intervals, 














The sounds are obtained by connecting a sen- 
sitive microphone to the knee with a rubber ball 
and recording them on a magnetic tape and later 
displayed for study on an oscilloscope. 

Dr. Fischer may at last have the answer to 
that oldie: “Do joint mice squeal?” 


It was interesting to learn that 

Brazil's first department of physical medicine 
Was organized at the University of Sao Paulo 
in 1946, and in 1949 a Brazilian physician joined 


the department. 


Blind persons are trained as physical thera 


pists in England. 


Hot baths are a popular form of therapy for 
hypertension in Japan. 


House Dust ANALYZED 


What is the allergen in house dust to which 
so many allergic individuals are sensitive? This 
is not known, but the chemical components were 
analyzed with this in mind by scientists of the 
California Institute of Technology. They pooled 
samples of house dust collected from vacuum 
cleaners and mattress dust; a purified poly- 
saccharide fraction was obtained that produced 
positive skin reactions in most dust-sensitive 
allergic individuals. 

The material contained a mixture of 95 per 
cent polysaccharide fraction and 5 per cent 
polypeptides. It is believed that these isolated 
sugars and peptides are degeneration products 
which are broken down by oxidation through 


bacterial or mold action. 


Diabetes 


Seven patients with diabetes insipidus, in- 
cluding one with the congenital, nephrogenic 
type, have been treated with drugs of the chlo- 
rothiazide series. All have responded with a 
prompt reduction in the amount of fluid taken 
voluntarily and in the quantity of urine passed, 
and body hydration has remained normal. Uri- 
nary osmolality has been approximately doubled 
so that, for the group as a whole, the renal water 


requirement has fallen by 47 per cent. The drugs 


have been shown to augment the influence of 





ARTHRITIS “REMEDIES” 


The Arthritis and Rheumatism Foundati: 
has sent out another warning on the menace 
misrepresented arthritis remedies, According 
the director of the foundation, the latest produ: 
to be advertised can match those exploited in 4 
past in extent and ingenuity of their clan 
Many are “outright quackery,” whereas oth 
contain salicylates built up as a superior produ 

Many arthritic patients place great faith 
worthless products; but when no relief comy 
they become suspicious of all proffered help, e\ 
authentic medical care. This is reflected int} 
attitudes of these people as obtained throu: 
surveys conducted by many foundation chapter 
Nearly 50 per cent of the arthritic victims a 
without medical supervision because they beiie 
that little or nothing can be done for the: 
Every physician should cooperate by bringit 
this multimillion dollar exploitation to the a 


tention of these patients. 


Cost oF PoLio VACCINE 


Wyeth Laboratories had this to say about th 
manufacture of the new Sabin oral vaccine 
“Maybe the process will be cheap someday, but 
it certainly is not going to be cheap initially. 
Some reports have been published that the 
Sabin vaccine may cost as little as one tenth thai 
of the Salk vaccine, Our guess is that, initially, 
it may cost about the same as the Salk vaccine. 

“We are talking about a living virus that 
must be produced with meticulous care to insur 


the utmost safety.” 


insipidus 


vasopressin and to permit a considerable though 
subnormal dilution of urine in response to over 
hydration. Continued treatment appears not to 
cause sustained sodium deficit, hypotension ot 
reduction in glomerular filtration rate though 
potassium deficiency occurs unless an appropriate 
dietary supplement is ingested. D. Crawford, 
M.D.. et al. Clinical Results of Treatment of 
Diabetes Insipidus with Drugs of the Chlorothi 
azide Series. New England J. Med. April 14, 
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Ductile for Pay chiatric Therapy 


STATE MENTAL HOSPITALS 


Alton (Madison) 
Alton State Hospital 
4500 College Avenue 


Anna (Union) . 
Anna State Hospital 
1000 North Main Street 


Chicago (Cook) 
Chicago State Hospital 
6500 West Irving Park Road 
Illinois State Psychiatric Institute 
1601-59 West Taylor Street 


East Moline (Rock Island) 
East Moline State Hospital 
100 Hillcrest Road 


Elgin (Kane) 
Elgin State Hospital 
750 South State Street 


Galesburg (Knox) 
Galesburg State Research Hospital 
North Seminary Street 


PRIVATE MENTAL SANITARIA 


Aurora (Kane) 
Mercyville Sanitarium 
1330 North Lake Street 
Batavia (Kane) 
Bellevue Place 
333 South Jefferson Street 
Chicago (Cook) 
Fairview Sanitarium 
2828 South Prairie Avenue 
Neurological Hospital of Chicago 
2616 South Prairie Avenue 
Pinel Hospital 
741 Diversey Parkway 
Des Plaines (Cook) 
Forest Hospital 
555 Wilson Lane 
Elgin (Kane) 
Rest Haven Sanitarium 
600 Villa Street 


Jacksonville (Morgan) 
Jacksonville State Hospital 
1201 South Main Street 

Kankakee (Kankakee) 
Kankakee State Hospital 
100 East Jeffery Street 

Manteno (Kankakee) 
Manteno State Hospital 
100 Barnard Road 


Peoria (Peoria) 
Peoria State Hospital 
7101 South Adams Street 


Tinley Park (Cook) 

Tinley Park State Hospital 
Menard (Randolph) 

I!linois Security Hospital 
Dixon (Lee) 

Dixon State School 
Lincoln (Logan) 


Lincoln State School 


Jacksonville (Morgan) 
The Norbury Sanatorium 
06 South Diamond Street 


Melrose Park (Cook) 
River Forest Health Resort, Inc. 
8401 West North Avenue 


Peoria (Peoria) 
Costeff Sanitarium 
1109 North Madison Street 


Rockford (Winnebago) 
Elmlawn Sanitarium 
4500 North Second Street 


Springfield (Sangamon) 
Lincolnview Hospital and Sanitarium 
723 East Capital 


Winnetka (Cook) 
North Shore Hospital 
225 Sheridan Road 








PSYCHIATRIC UNITS IN GENERAL HOSPITALS 


Chicago (Cook) University of Chicago Clinics 





_ : ; : : Bi 1S Hos ital 
Chicago Wesle eme Hos { QO East 59th Str eet 
0 East Superior Stree 
weno Evanston (Cook) 


Mental Health Clini cs of ee County Evan 1 Hospital 
50 Ri i ie Av ren 
Hinsdale (Cook- Du — 


] 120 N t k Street 


enti sees 


N rth \ slen Ss treet 
Francis Hospital 
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ANNOUNCEMENTS 





Annual meeting American Academy 
of Pediatrics 

\n extensive five-day program has — been 
janned for the annual meeting of the American 
\cademy of Pediatrics at the Palmer House, 
each for 
held on the 15th 
ith, held 


In addition to individual papers, many symposia 


Chicago, October 15-20, Ten seminars, 
and 


17-20. 


full davs, are being 


and general sessions will be 
discussions are scheduled for the 
These 


its of Cell Organization,” “Surgical Emergen- 


and panel 


eral sessions, include “Current Con- 


cles of the Newborn.” * Basic Concepts in Hyper 
Agents.” *Patho 


genesis of Hemolytic Anemias,” and “Radiation 


sensitivity,’ “Antibacterial 


Hazards.” Round-table discussions, a motion 


picture program, and section meetings on allergy, 
cardiology, child development, diseases of the 


Hest 
Chess 


and surgery complete the program. The 
annual banquet will be held Wednesday. 


First Percival Bailey lecture 


~ 


On Monday, October 24, the first Percival 


Bailey Leeture will be given by Dr. Lauretta 
Bender, professor of clinical psychiatry, Colum- 
bia University, New York. Her subject will be 
~The Child The 


ill begin at & pan. in the auditorium of the 


Brain and Behavior.” lecture 


lilinois State Psychiatrie Institute, 1601 West 
‘Tavlor Street, Chicago. Any interested person 
ill be weleome. 

The lecture Is sponsored by the Professor 


Percival Bailey Educational Project. 


New divisions in PHS state services 


Four new divisions in the Bureau of State 


Services of the Public Health Service have been 
lade as a first step in reorganization “to deal 
nore efficiently with the major public health 
roblems of the next decade.” They are Division 
f Air Division of 


Pollution, Occupational 


Health, Division of Nursing, and Division of 
Dental Public Health and Resources. 
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Section meeting on eye and ear 


The Section of Ophthalmology and Otolaryn- 
gology of the Southern Medical Association will 
have its annual meeting in St. Louis, October 31 
to November 3. A 


Curative 


live, color telecast on “Pre- 


ventive and Treatment of Retinal 
Detachment” will open the program. For further 
secretary, Drs Ao. 
Esposito, Suite 1212, First Huntington National 


Bank Building, Huntington 1, W. Va. 


information address the 


Course in general surgery 


A two-week intensive review course in general 
surgery will be presented by the U.S. Section of 
the International College of Surgeons in coopera- 
tion with the Cook County Graduate School of 
Medicine beginning October 24. This is the an- 
nual postgraduate course of the College. The 
program will be offered under the supervision of 
the Cook County Hospital surgical staff and will 
include not only surgical technique but also an 
intensive review in the basie sciences in relation 
to clinical surgery. Also available is 20 hours of 
surgical anatomy on the cadaver. Applications 
should be addressed to the fegistrar, 70% Wood 


St.. Chicago 12. 


Symposium on Diabetes 


The Chicago Diabetes Association will conduct 
its fourth annual Svmposium on Diabetes at the 
Offield Auditorium, Memorial Hos- 
pital, 303 East Superior Street, November 11, 
heginning at 9 a.m. Speakers will include 
Prof. W. H. J. Butterfield and Dr. Peter H. 
Wright of Guy’s Hospital Medical School, Lon- 
don: Dr. Sidney Goldenberg, St. Louis Univer- 
sity School of Medicine: Drs. Ralph A. 
James B. Hurd, Marvin Cornblath, Henry T. 
Ricketts, Frank W. Newell, and 
Spargo of the faculties of Northwestern Uni- 
versity Medical School and the University of 
Chicago. There will be a round-table discussion 
at the luncheon recess at Abbott Hall. 


Passavant 


Reis. 


Benjamin 















Registration is free tor members of the Chi- 
cago Diabetes Association or the American Dia- 
betes Association and for medical students and 
resident house staff members. The fee for non 
members is $25. Members of the Academy ot 
General Practice may claim hour-for-hour credit 
in Category IL. Inquiries may be addressed to 
The Chicago Diabetes Association, 620 N. Michi- 
gan Ave., Chicago 11. 


PG courses on disease of the chest 
Two postgraduate courses on diseases of the 


chest have been arranged by Council on VPost- 
the American 


graduate Medical Education o 
College of Chest Physicians. “Clinical Cardio- 
pulmonary Physiology,” under the eo-chairman- 
ship of Dr. Albert H. Andrews of the University 
f Illinois College of Medicine and Dr. Edwin 
R. Levine of the Chicago Medical School, will 


held at the Sheraton Towers Hotel, Chicago, 
October 24-28. 

The second course, “Recent Advances in the 
Diagnosis and Treatment of Diseases of the 
Heart and Lungs.” with Dr. Edgar Maver, New 
York University Postgraduate Medical Center, 
and Dr. Alfred S. Dooneief, Columbia Univer- 
sitv College of Physicians and Surgeons, and 
Dr. Emil A. Naclerio, Harlem and Columbus 
hospitals, New York, as co-chairmen, will take 
place at the Park Sheraton Hotel, New York, 
November 14-18. 

Tuition for each five-day course will be $100, 
including round-table luncheon discussions, Ad- 
ditional information may be obtained by writing 
to the Director, American College of Chest 


Physicians, 112 FE. Chestnut St., Chicago 11. 


Seminar cruise 

The Duke University Medical School is spon- 
soring a postgraduate Medical Seminar Cruise 
TO the West 


Nungsholm, Sweden’s largest transatlantic liner. 


Indies this fall aboard the new 


The luxury ship, which will sail from New 
York on November 9, will visit the Virgin 
Islands and San Juan, Puerto Rico, and will 
return to New York on November 18. Rates be- 
vin at $230. 

Shipboard lectures on various subjects in 
medicine, pediatrics, and surgery will be given 
by the following members of the Duke Medical 
School faculty: Dr. Edwin P. Alvea, urology; 


Dr. Doris Ahlee Howell, pediatrics and pediatric 








hematology; Dr. Elbert L. Persons, medicir 
Dr. William M. Shingleton, surgery; and | 
William M. Nicholson, medicine. 

The program will provide 20 hours of cre 
toward postgraduate requirements of the Ame 
can Academy of General Practice. While « 


signed primarily for the generalist, the progra i 


should be of value and interest to the special 
as well. Informal panel discussions, clinicopat) 


logic conferences, and formal presentations w) | 


he given by members of the faculty. 
Physicians from Illinois are invited to j 
the cruise. For further information write to 1 


Director of Postgraduate Medical Edueatio 


Duke University Medical Center, Durham, N.C, 


OB-GYN district: meeting 


The annual meeting of District V, the Amer 


can College ot Obstetricians and Gynecologis's 


will be held November 3-5 at the Deshler Hilton 
Hotel in Columbus, Ohio. The preliminary pri 
gram lists six panel discussions: “Surgica 
Complications of Gynecology,” ‘Toxemia 0! 
Pregnancy, Current) Studies,” “Prevention of 
Perinatal Mortality.” “Surgical Management ot 
Cervical Carcinoma,” “Clinical Correlations and 
Timing of Ovulation.’ and “Glucose Tolerance 
Test In- Pregnan ye" A series of 15° breakfast 


conferences will be held on Friday. 


Patients for NIH cancer studies 

The cooperation of physicians is requested Hi 
studies on colon and rectal carcinoma recently 
initiated at the Clinical Center, National Insti 
tutes of Health, Bethesda, Md. Eneouraging 
results In the treatment of gastrointestinal eat 
cinoma have been reported using the pyrimidine 
analogues 5-fluorouracil and 5-tluorodeoxyvuri 
dine. However, other reports have raised the 
question of their effectiveness, 

The Chemotherapy Service of the National 
Cancer Institute is conducting studies of these 
agents in carcinoma of the colon and reetum in 
order to better define their place in the treatment 
of metastatic gastrointestinal neoplasm. The side 
effects of these agents may he considerable, sO 
patie nts must be in good general condition in 
order to tolerate adequate doses. Also the pres- 
ence of tumor masses which can be either meas- 
ured directly or demonstrated on roentgen films 
is necessary in order to determine the antitumor 


effect of the drugs in short trial periods, 
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‘atients can be accepted for these studies if 
leukocyte 
renal and hepatic function and if they 


y are ambulatory, have normal 
count, 
hi ve metastases in the lung, peripheral lymph 
nodes (such as supravicular or cervical) or skin. 

Referrals of such patients will be greatly ap- 
pieciated. Physicians who wish to have their 
patients considered for study at the National 
Cancer Institute may write or call Dr. Clyde 
Paul National 


ethesda 14, (Oliver 


P. Carbone, 


Md. 


. Brindley or Dr. 
Institute, 
1251). 


( ancer 


6-000, Txt. 


Research in urology award 


The American 
an annual award of $1000 (first prize of $500, 


Urological Association offers 


second prize $300, and third prize $200) for 
essays on the result of some clinical or laboratory 
research in urology. Competition is limited to 
urologists who have been graduated not more 


than ten vears, and to hospital internes and 


residents doing research work in urology. 
The first prize essay will appear on the pro- 


eram of the forthcoming meeting of the Ameri- 


can Urological Association, to be held at) the 
Hotel Biltmore, Los Angeles, May 22-25, 1961. 


For full William PP. 


Didusch, Executive Secretary, 1120 0 North 


particulars write to 


Charles St.. Baltimore, Md. Essavs must be it 


his hands before Dee. 1, 1960. 


Papers for thoracic society 
The 


American 


American Thoracic Society (formerly. 


Trudeau Society) is soliciting ab- 
tracts of papers on all scientific aspects of tu- 
hereulosis and nontuberculous respiratory dis- 
eases for presentation at its annual meeting in 
Cincinnati, May 22-24, 1961. Abstracts must be 
in the hands of the program committee not later 
1961. 
mission of abstracts may be obtained by writing 
Leon H. Schmidt, Ph.D., Medical 
Sessions Committee, American Thoracie Society, 
1790 Broadway, New York 19. 


than Jan. 7, tules governing the = sub- 


Chairman, 


Public health traineeships 
The Publie Health 


public health traineeships amounting to $2 mil- 


Service awarded 622 
lion during the fiseal vear that ended June 20, 
1960. Of this number, 377 were awarded through 


grants to schools, and 245 were awarded directly 


to trainees. 
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doctors, 


The 


dentists, nutritionists, sanitary engineers, vet- 


traineeships went to nurses, 
erinarians, and other public health workers in 
all 50 states, the District of Columbia, Guam, 
Puerto Rico, and the Virgin Islands. 

The program provides for graduate study in 
schools of public health or other colleges and 
universities. Persons trained under the program 
will work in the field of public health, chiefly in 
state and local health departments. 

Since the program was started in 1956, more 
than 2.300 persons have received traineeships. 
Most of the trainees had had little or no prior 
public health training or experience. 


Booklet on immunization for travel 


To help answer the questions for people travel- 
ing in foreign countries, the U.S. Publie Health 
hooklet, 
International 


Service has issued a “Tmmunization 


Information for Travel,” revised 
May 1960. It is available from the Superintend- 
ent of Documents, Government Printing Office, 


y eG... at soe a 


Washington 25, copy. 


Use Journal placard—Vote 

As a contribution to the over-all activity aimed 
at stimulating physicians to vote, the Tllinois 
Medical Journal has published on page .... of 
this issue a placard that can be used November 
& to inform patients that their doctor has closed 
his office briefly to enable him to vote. 

Recognizing the great issues at stake in the 


coming elections, the medical profession has 
hurled itself into the political arena with sur- 
prising gusto. Throughout the state there is a 


<weeping interest in getting people to the polls 


to express themselves on the various issues of 
concern to medicine. 

The Journal page has been* perforated so that 
it can be removed easily. Just insert the hours 
vou will be away from vour office and place the 


placard where vour patients will see it. 


November clinics for crippled 
children 


Nov. 1-—-Pittsfield, Tllini Hospital 

Nov. 2—-Fairfield, Fairfield Memorial Hospital 
Nov. 2—Hinsdale, Hinsdale Sanitarium 

Noy. 3—-Macomb, St. Francis Hospital 

Nov. 4--Chicago Heights (Cardiac), St. James 


Hospital 
















Nov. 8—East St. Louis, St. Mary’s Hospital 

Nov. 8—Peoria, Children’s Hospital 

Nov. 9—Champaign-Urbana, MeKinley Hos 
pital 

Nov. 9—Joliet, Silver Cross Hospital 

Nov. 10—DuQuoin, Marshall- Browning Hospital 

Noy. 10—-Springfield, St. John’s Hospital 

Nov. 10——Sterling, Community General Hos 
pital 

Nov. 15—-Alton, Alton Memorial Hospital 

Nov. 16—-Evergreen Park, Little Company ot 
Mary Hospital 

Nov. 16—Springtield) p.m. (Cerebral Palsy), 
Memorial Hospital 

Noy. 17—Deeatur, Deeatur-Macon County Hos 
pital 

Nov. 17—Elmhurst (Cardiac). Memorial Hos 
pital of Du Page County 

Nov. 17—Rockford, St. Anthony's Hospital 

Nov. 22—Effingham (Rheumatic Fever), St. 
Anthony Hospital 

Nov. 22—Peoria, Children’s Hospital 

Nov. 23 Aurora, Copley Memorial Hospital 

Nov. 30—Rock Island (Cerebral Palsy). Foss 


Home, 3808—8th Avenue 


National Foundation fellowships 
for postdoctoral study 

Postdoctoral fellowships are offered by the 
National Foundation to candidates for training 


in research, orthopedics, preventive medicine, 


arthritis and related diseases, and rehabilitatio 
The closing date for submitting applications 
he reviewed in February is November 1. 

Postdoctoral research fellowships are award 
to applicants with an M.D., a Ph.D., or equiv: 
lent degree for basie or advanced training 
laboratory research in medicine and the relat 
biological and physieal sciences. This progra 
is not intended for experienced investigato 
who need support for a research project. 

Postdoctoral clinical fellowships are availab 
for study of arthritis and related diseases, orth 
pedies, preventive medicine, and rehabilitatio 

Financial support varies according to educi 
tion, professional experience, marital status, ar 
number of dependents, but the minimum 
84.500 a vear with $540 allowed annually ti 
each dependent. Annual increases of $4800 ai 
ordinarily granted, For a full academic prograt 
complete tuition and fees are paid; for othe 
programs, a sum not exceeding $1,250 a yea 
ix made available to the institution. Transpor 
tation not exceeding $600 will be paid for 1 
search and orthopedic fellows if foreign) stud 
is approved. 

All awards are made upon recommendatio: 
of the appropriate National Foundation Fellow 
ship committee. UL S. Citizenship is required, 
but those who have filed a petition for naturali 
zation will be considered, Fellowships are ordi 
narily awarded for a minimum of one veat 
and may be renewed upon approval of the 


committee, 


Rheumatic fever less severe 


A comparison of the severity of rheumatic 
fever in the past four decades from the long 
term studies at the House of the Good Samaritan 
in Boston is presented. The most striking fea- 
tures have been: a modest decline in the inci- 
dence of cardiac involvement in terms of residual 


murmurs, from 75 per cent in 1921-22 to 60 
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per cent in 1950-51; a twofold amelioration in 
the degree of carditis as indicated by heart size: 
and an eighifold reduction in mortality rate. 
iE. F. Bland, M.D. Declining Severity of Rheu 
matic Fever: A Comparative Study of the Past 
Four Decades. New England J. Med. March 24, 
1960. 
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NEWS of the STATE 
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alt 
ra 
te 
al) County Distinguished Service Professor and contributed 
th % much in the areas of medieine, science, and 
lo \dams industry. The fund appeal is being extended to 
lei Country Mrepreat Socrery Sponsors Exatprr, individuals and groups who might welcome the 
au “Physician Interest in Edueation at the High opportunity to honor Dr. Carlson through the 
School Level.’ is the title of an exhibit to be university he served. 
hown by Dr. Harold Swanberg, Quiney, at the ANNUAL Dinner. The Chicago Medical So- 
al \MA Clinical Meeting in Washington, D. C., ¢ciety honored its outgoing president, Dr. George 
‘ll November 28-December 1. The exhibit is a ‘Turner, at the annual dinner October 5 at the 
hi project of the Society for Academie Achievement, Furniture Club of America, Dr. Karl Meyer 
ea of which Dr. Swanberg is secretary. and the presided. Dinner dancing and a musical comic 
Ol Adams County Medical Society, one of the spon- interlude made up the program. 
it <ors since 1957. The organization is carrying on At the end of the dinner, Dr. Turner pre- 
ud an international (United States and Canada) sented the gavel to Dr. T. R. Van Dellen, the in- 
basis what the local medical society and Kiwanis coming president. 
lo Club carried out on a county basis. The SAA is CONFERENCE ON V.D. “V.D. Boomerang 
O\ dedicated to promote, popularize, and reward Evervone’s Concern” will be the theme of a 
ed, high academic scholarship achievement in the conference to be held in Chicago on November 
ali high schools and to motivate talented students 16 in the Conrad Hilton Hotel from 12 noon 
“di to seek a college education, The county program — to 4:30 p.m. Organized by Dr. Samuel L. Andel- 
eal has been lauded hy the AMA in J.A.M.A. and man, Chicago Commissioner of Health, the con- 
the he PR Doctor on several occasions. The public ference is being sponsored hy the Chicago Asso- 
relations benefits to the profession, especially in ciation of Commerce and Industry, the T]linois 
these times of crises. are obvious. Department of Publie Health, the Chicago 
The ISMS Council has approved submitting a Board of Health, and the Illinois Social Hy- 
resolution to the AMA House of Delegates sug giene League. 
vesting that state medical societies urge their Its purpose is to eall attention to the large 
component county societies to carry on programs increase throughout the country in reported cases 
<imilar to those in Adams County. of syphilis and gonorrhea. Chicago’s growing 
population, the increase in seaway port facilities, 
Cook air transportation, and migrant workers as well 
Eiecrep. Dr. Lindon Seed was made presi- as the changes in teen-age behavior have all 
dent elect and Dr. William Hutson a trustee at contributed to the increase of venereal disease. 
the recent meeting of the Society of Nuclear To guard against its spread, the assistance of all 
Medicine. Both physicians are from Chicago. Chicagoans is needed. 
In Cartson Memortan Lecrure. A memorial Heaps Hosrirat. Mr. Gavin A. Pitt has been 
Le ; ecture fund in honor of the late Dr. Anton J. elected president and chief executive officer of 
te: Carlson, chairman of the department of physi- | Presbyterian-St. Luke’s Hospital effective Sep- 
u ology at the University of Chicago, is being set tember 19, For the past three years, Mr. Pitt has 
ist ip by his friends, under the chairmanship of — heen vice president of the Johns Hopkins Uni- 
4, Dwight J. Ingle, Ph.D.. present chairman of the — versity and the John Hopkins Hospital in Balti- 
department. Dr. Carlson was Frank P. Hixon — more. 
for Octoher, 1960 











History oF PatTHoLogy L&rcTURES. A’ series 
of six informal lectures, “The History of Pa- 
thology.” will be given by Dr. Lester S. King, 
clinical professor of pathology, in the University 
ot Illinois College of Medicine each Wednesday 
beginning October 5, from 12:00 to 1:00 p.m., 
in room 419 of the medical building, 1853 W. 
Polk St. 

While Dr. King has published in the fields 
of anatomy, neuropathology, and general and ex 
perimental pathology, he has lately devoted 
himself to the philosophical and historical as- 
pects of medicine. He is the author of ‘The 
Medical World of the Kighteenth Century” 
(University of Chicago Press, 1958) and many 
journal articles on the history of medicine and 
philosophy ot science. 

Hospitan Recerves APA CERTIFICATE. For- 
est Hospital of Des Plaines, a 90-bed unit 
devoted to eare and treatment of mental and 
emotional illness, has received a certificate show- 
ing full approval from the Central Inspection 
board ol the American Psychiatric Association. 
The hospital ix one of only 53 in the United 
States to be given such approval. 

TRAVELER. Dr. John A. DD. Cooper, professor 
ol biochemistry and associate dean of the North- 
western University Medical School, Chicago, 
spent two weeks as a visiting scientist at the 
Puerto Rico Nuclear Center in San Juan. He 
eave seminars on the application of radioisotope 
techniques in medicine, and consulted with the 
clinical division on veneral operation of the 
center, 

He also represented Northwestern at a three- 
aay faculty conference on medical edueation at 
the University of Kansas, where he outlined for 
the group the new six-year medical school plan 


recently announced, 


Madison 

Dr. Roger F. Sondag of Springfield. Deputy 
Director of the State of Illinois Department of 
Public Health, was a guest speaker at the Madi- 
son County Medical Society’s September meeting 
in Edwardsville. He spoke on “A Health De- 
partment for Madison County,” a subject which 


has been under discussion there, 


Montgomery 


The Montgomery County Medical Societ\ has 


elected Dr. J. R. Rebillot, Litchfield, as president 
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and Dr. M. J. Hantover, Hillsboro, secretary, 
St. Clair 


The St. Clair County Medieal Society has 
local Diabetes Committee. President Louis Kaj 
pel, M.D.., appointed Dr. Wayne Cox of Eas 
St. Louis as local chairman, to be assisted b 
Dr. John Coffey of Belleville and Dr. Josep 


Petrikas of Kast St. Louis, 


General 
Federal cancer training grants awarded 


The University of Hlinois College of Medicin 
and Lovola University Stritch Sehool of Medi 
cine are among medical centers and teaching 
hospitals who received grants July 1 from. the 
U.S. Public Health Service for advanced train 
ing of physicians in diagnosis and treatment oj} 
cancer, The schools have selected individuals to 
be trained and will administer the grants. Under 
this clinical traineeship program. established in 
1937. more than 200° physicians in 800 institu 


tions are currently being trained. 


Dr. Youmans joins AMA staff 


Hlinois physicians will welcome the return 
to this state of Dr. John B. Youmans, who from 
1946-1949 was dean and professor of medicine 
at the University of Hlinois College of Medicine. 
Dr. Youmans assumed duties as director of the 
division of seientifie activities of the American 
Medical Association October 1, sueeeedine the 
late Dr. Edward I. Turner. He has been teehni 
cal director of research for the U.S. Army 


Medical Research and Development Command. 


Medical news on TV this fall 


A 15-minute weekly review of medical news 
for physicians, “This Week in Medicine,” using 
regular commercial television channels, will go 
on the air Sunday afternoons beginning October 
30 over a nationwide network, 

The selection of the broadcast time was based 
on preferences expressed by physicians in cities 
where the program was tested with the coopera- 
tion of county medical societies. Tests in Dallas. 
Kansas Citv, Miami, and Binghamton showed 
thai. though seen by the publie over regular 
channels, the technical language and subject 
matter limited the audience to physicians and 


members of allied health) professions. 
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tecorded on video tape and film, each program 
\ include a world-wide summary of medical 
neovs and a filmed feature on some aspect of re 
ceareh, Clinical medicine, or surgery. Tt will 
suuumarize highlights of major scientific meet 
inus and will call attention of physicians to im- 
portant editorial content of scientific journals. 
Ii will mark the first use of regular television 
channels to reach a nationwide medical audience 
on a professional level, 

"he series will be sponsored by CIBA Pharma 
ceutical Products Ine., gathered by its network 


contributing editors and correspondents, and 


woduced by the editorial staff and medical con- 
sultants of Medical News. Content will he con- 
trolled by the editorial staff and medical con- 


sultants independent of the pharmaceutical 


pany, 

Clinical indications for use of CIBA drugs 
will not be cited, but will be made available to 
physicians through normal channels. Nonpre- 
scription drugs will not be mentioned, 

Medical societies will be furnished information 
on stations and broadcast time, and specialized 
organizations and societies will be given advance 
nformation on scheduling of filmed features of 


special interest to their members. 


Physicians appointed to board for the 
handicapped 

Gov. W. G. Stratton has announced six ap- 
pointments to the 15 member Advisory Board 
for the Care and Education of Physically Handi- 
capped Children. The board is advisory to the 
Hlinois Children’s Hospital-School, Chicago, an 
nstitution under supervision of the [llinois 
Department of Public Welfare. 

New members are Dr. L. lL. Fatherree. direc- 
tor of the Tlinois Department of Public Health: 
Oliver DP. Kolstoe, professor and chairman, 
department of special education, Southern Hh 
nois University, Carbondale: Dr. Kilian Fritsch, 
Belleville, orthopedist. Dr. Fatherree will fill 
the unexpired term of the late Dr. Roland R. 
Cross, former state public health director. 

Dr. Mever A. Perlstein, Chieago, was re- 
appointed. 

The Tlinois Children’s Hospital-School, cre- 
ated in 1945, serves educable children and 
vouths between the ages of 5 and 21. Eligibility 
is confined to Illinois residents afflicted) with 


orthopedic of neurologic handicaps so severe 
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that they cannot take proper advantage of com- 
munity educational facilities. It endeavors to 
provide for each student an educational program 
suited to his needs, physical rehabilitation, and 


social guidance, 
Grant for Zoonoses Laboratory 


The University of Illinois has received siate 
funds of $170,000 for construction of a Zoonoses 
Laboratory. The National Institutes of Health 
erant of $128,100 to sup- 


previously approved a g 
plement the state funds. 

The building will contain 14 isolation units 
where research on animals with communicable 
diseases will be carried on by the College of 
Veterinary Medicine. The university recently 
established a Center for Zoonoses Research, re- 
portedly the first in the United States and the 


second one in the world, 
Appointed medical examiner 


Dr. William Johnson, Galesburg, has been 
appointed to the Medical Examining Committee 
in the Department of Registration and Educa- 
tion. He succeeds Dr. Edwin S. Hamilton of 
Kankakee, who has resigned. 

Dr. Johnson is a medical director of the 
Galesburg Clinic, past president of the Illinois 
Surgical Society and of the Ilinois Chapter ot 
American College of Surgeons. He is secretary 
and past regional vice president of the American 
Fracture Society and is serving as a member of 
the credentials committee of the American Col- 
lege of Surgeons and the International College 
of Surgeons. 

Dr. Hamilton has served on the committee 
for many vears and helped bring about many im- 
provements in the Medical Practice Act, such 
as increased penalties for illegal practice, in- 
junctive enforcement of the Medieal Practice 
Act, and citizenship requirements. 

Study TB facilities 

The Public Health Service, in cooperation 
with the American Hospital Association and 
the National Tuberculosis Association in August 
appointed a six-member ad hoe committee to 
study the changing needs in facilities for tuber- 
culous patients. 

Primary tasks assigned are (1) to analyze 
and review data on the incidence and prevalence 
of tuberculosis and the recent trends in the use 


267 














of tuberculosis beds in order to determine the 
future need for tuberculosis facilities, and (2) 
to develop principles to guide states and com- 
munities in the construction of new facilities 
and the conversion of existing facilities no longer 
the tuberculous 


needed for treatment of the 


patient. 
Health insured in Illinois 


The number of persons in Illinois with health 
insurance reached a new high of 8,328,000 at 
the end of 1949, an increase of 89,000 during 
the year, according to the Health Insurance In- 
stitute. 

The report was based on the fourteenth annual 
Health Insurance Council survey which revealed 
that nearly 128 million Americans, or 72 per 
cent of the total civilian population, were pro- 
tected by health insurance as of December 51, 
1959. 

The number of persons with surgical expense 
insurance Climbed from 7,544,000 at the end of 
1958 to 7,772,000 at the end of last vear. Per- 
sons protected by regular medical expense insur- 


ance, which helps pay for doctor visits for non- 


surgical care, inereased from 5,296,000 to 
5.629.000. 


Districts-Society meetings scheduled 


District meetings are 
being scheduled for the coming year on request 


from Mr. Robert 


A series of Councilor 

L. Richards, executive admin- 

istrator, to the Councilors of the Society. 
Meetings scheduled at press time: 


DISTRICT DATI PLAC! COUNCILOR 
] Oct. 16 Faust Hotel Dr. Clark 
Rockford 
11 Oct. 30 Dunlap Hotel Dr. Klein 
Joliet 
6 Nov. 13 Joliet Hotel Dr. Portes 
Quincy 
Meetings were held in September and early 


8, 10, and 2. 


Purpose of the meetings is to discuss with of- 


October for Districts 4, 


ficers and members problems of the county socie- 
ties and the help and services available from the 
State society afforded through its reorganization. 
Discussion areas will be selected by the Council- 
or. Staff directors of the society will attend each 
tichards, Donald L. Martin, pub- 
services; Walter LL. Ob- 


loger .. 


meeting: Mr. 
lic relations and _ field 


linger, legislation and legal counsel; 


+o, 
5 
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White, medical services and economics researc}; 
Albert Boeck, publications and scientifie acti ‘i- 
Mrs. 
Meetings have been well attended. 
KLEcTION. At the 
Illinois Society of Anesthesiologists, the foll 


ties; Frances Zimmer, executive assista 


annual meeting of tie 
ing physicians were elected: Harold L. Hari s, 
Evanston, president; William K. Stephan, | 
eatur, president elect: Imre A. Tiles, Highla (| 
Robert F. Finegan, Elg 
Woodman, 


Park, vice president : 
treasurer: and Forrest .J. Kvanst: 
secretary, 

Enecrion, At the annual meeting of 
Executive Committee for the Illinois Associati 
of Blood 
Donald R. Russ, president; Dr. John Malone, 


Dr. Frank FE. 


vice president : Dr. Morris Goldenberg, secreta 


Banks for the coming year are | 


president elect: Trobaugh, J 


treasurer, 


Deaths 


ANDERSON*, Chicago, 


Medica 


aged 84. He was on 


HERBERT 
graduate of Northwestern 
School in 1902, died May 2, 


the staff of the Provident Hospital. 


DANIEL 
University 


THowas Apptson Bartrp*, Chicago, a grad 
Rush Medical College in 1925, 


August 17, aged 65. He was house physician for 


uate of died 


the Sherman and Ambassador hotels. 

FRANK CHartes Becker, Chicago, a graduate 
of the Medical College of Indiana in 1896, died 
June 17, aged 91. He had served on the staffs 
of the Grant and Alexian Brothers hospitals. 
LAWRENCE Bernarp*, Springfield, a 


Medical 


aged 75. He was 


ein 
eraduate of Northwestern University 
School in 1909, died June 6, 
associated with St. John’s Hospital and was a 
past president of the Sangamon County Medical 
Society and a veteran of World War T. He was 
a member of the American Academy of General 
Practice. 

Witttam ALVIN 
eraduate of the College of Physicians and Sur 
geons of Chicago, School of Medicine of the Uni- 
versity of Illinois in 1908, died June 12, aged 79. 
He was associated with the Doctors and Holden 


BRANDON®™, Carbondale, a 


hospitals. 
Herman N. Bunpesen*, Chicago, president 
of the Chicago Board of Health and dominant 


in the Chicago Health Department since 1922, 
died August 25, aged 78. He was born in Berlin, 
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rmany, but came to Chicago early in life. He 
rked his way through Northwestern Univer- 

y Medieal School, graduating in 1909, interned 

the U. S. Army Medical in Washington, and 

ved a short term in the Army specializing in 
jidemiology. He also held a D.Sc. degree and 
is certified in Public Health. 

As early as 1914 Dr. Bundesen was with the 
(hicago Board of Health as a part-time em- 

oyee; from 1922-27 he was health commission- 

‘: from 1928-31 he served as Cook County cor- 
ner; and since 1931 he had been president of the 
ward, Which until last spring included the duties 

the long-vacant post of health commissioner. 
Various other services he has given Chicago have 
been regional consultant in contagious disease, 
U.S. Veterans Bureau, 1927; trustee, 1922, and 

ice president of the Board of Directors 1947-55, 
Municipal Tuberculosis Sanitarium; chief, 
mergency Medical Service, Chicago Metropoli- 
tan Civilian Association, 1942; chairman, Vene- 
ral Disease Division, Medical Advisory Board, 
1939, and Seleetive Service System, 1942. 

Dr. Bundesen was a militant crusader in mat- 
iers of public health, undeterred by public and 
professional criticism. In his drive for better 
baby care over the vears he clamped down on 
regulations in maternity wards and_ hospitals, 
thereby giving Chicago the best record in infant 
mortality. With the assistance of the U.S. Pub- 


ie Health Service, he set up clinics in Chicago 
to stamp out venereal disease. He ordered 400,- 
000 tubereular cows slaughtered in a drive for 
pure milk that undoubtedly contributed to his 
loss of the Democratic governorship in) 1936, 
Chicago became the most Salk-vaceinated city in 
the world after the mass Salk vaecine inocula- 
tion program to the underprivileged in) 1955 
and 1956. The City achieved the lowest meidence 
rate in the nation through the all-out efforts of 
Dr. Bundesen and his department. 

He was known nationally through his svndi- 
cated health columns and his book as well as 
many booklets on baby eare. 

Dr. Bundesen was a past president of the 
American Public Health Association, a Fellow 
of the American College of Physicians, and a 
member of the Association of Military Surgeons 
of the United States and the American Associa- 
tion for the Advancement of Science. 

Levit A. Burnans*, retired, Peoria, a grad- 


uate of Northwestern University Medical School 


for October, 1960 





in 1908, died August 9, aged 87. He was on the 
staff of Proctor Hospital. He served in the Span- 
ish-American War and during World War I 
held the rank of captain in the Medical Corps 
of the U.S. Army. 

HucH Irving Conn*, Newman, a graduate 
of Bennett Medical College in 1915, died June 
9, aged 69. He was on the staff of Jarman Hos- 
pital in Tuscola, a veteran of World War I, 
president and member of the school board for 
many years, and past district governor of Ki- 
wanis International. 

Frank Mortimer Dry*, Chicago, a graduate 
of Loyola University School of Medicine in 1918, 
died May 23, aged 66, He was on the staff of 
the Augustana Hospital and from 1928 to 1930 
was on the facuity of Northwestern University 
Medical School. He was a member of the Ameri- 
can Academy of General Practice. 

Jacon:V. Epix, retired, West Palm Beach, 
Fla., former superintendent of Chicago State 
Hospital, died August 19, aged 62. He was a 
graduate of Tufts University School of Medi- 
cine, Boston, in 1922, 

Karnerr W. Fev.*, retired, Rockford, a grad- 
uate of Northwestern University Medical School 
in 1903, died July 16, aged 82. At the time of 
his death he was psychiatrist for Winnebago 
Board of Education and the Family Welfare 
Association, Winnebago County Courts. He 
served at Medical Lake (Washington ) State 
Hospital, and Boston Psvchopathic Hospital. He 
was chief of the neuro-psychiatrie section at 
Camp Grant Hospital during World War I and 
also served in the neuro-psvehiatrie section at 
Walter Reed Army Hospital. During World War 
I he was a major in the Medical Corps and in 
World War [IL served on the medical advisory 
board. From 1919 to 1923 he was director of 
Cineinnati Sanitarium, was at Wilgus Sanitar- 
ium, Rockford, until 1932 and practiced private- 
lv in Rockford from 1932 to 1950, He was a 
member of the American Psychiatrie Association 
and an honorary member of the staff of St. 
Anthony Hospital. 

He called himself a “self-appointed botanist,” 
wrote and published “Flora of Winnebago Coun- 
iv,” and was the author of “Illinois Physician- 
Botanists” which appeared in the Illinois Medical] 
Journal, and many other articles. He was hon- 
orary curator of the Illinois State Museum and 
Evelvn TI, Fernald Memorial herbariums. He 
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was a member of the Rockford Nature Study 
Society, the Ilinois Audubon Society, the Amer- 
ican Society of Plant ‘Taxonomists, and many 
other groups. 

Wittiam R. Fiercuer*, Joliet, a graduate 
of Kentucky School of Medicine in 1900, died 
May 20, aged 83. He was on the staffs of Silver 
Cross and St. Joseph’s hospitals, had been physi- 
cian and surgeon with the Illinois State Peni- 
tentiary for 20 years, and was a past president 
of the Will-Grundy Counties Medical Society. 

Witt F, Granzia*, Des Plaines and Niles, 
a graduate of Chicago Medical School in 1939, 
died August 31, aged 47. He was a member of 
the staff of Northwest Community Hospital. 

EcMer Forrest Herpien*, Watseka, a grad- 
uate of Northwestern University Medical School 
in 1901, died May 27, aged 84. He served on the 
staff of the Troquois Hospital, was a member of 
the American Association of Railway Surgeons, 
and a veteran of World War I. 

Caius M. Lewis*, Bridgeport, a graduate of 
Physio-Medical College of Indiana in 1898, 
died July 26, aged 93. He had been very active 
in civie affairs in his community, serving on the 
hoard of education, as mayor of the city, and in 
many other capacities. 

GEORGE Martin McBean*, retired, Chicago. 
a graduate of Hahnemann Medical College and 
Hospital in 1899, died August 27. aged 85. He 
had studied in Vienna and London. Dr. MeBean 
was a charter member of the American College 
of Surgeons. 

GrEorGE LeRoy Mossy, Lake Villa, a graduate 
of Chicago College of Medicine and Surgery in 
1915, died May 16, aged 7 
with the Veterans Administration in Downey 


6. He was associated 


and was a veteran of World War TI. 

Witrrep J. Now itn*, Farmer City, a grad- 
uate of the University of Illinois College of Med- 
icine, died August 11, aged 57. He was on the 
staff of the St. Joseph’s and Mennonite hospi- 
tals in Bloomington. During World War TT he 
served as an examining officer of Selective Serv- 
ice. He was a member of the American Academy 
of General Practice. 

Witrttram R. Parris*, Chicago, a graduate of 
Medizinische Fakultat der Universitat. Wien. 
Austria, in 1920, died August 11, aged 69. He 
served on the staff of Woodlawn Hospital. 

Harry M. Ricurer*, retired, Chicago, a 


graduate of the College of Physicians and Sur- 









geons of Chicago, School of Medicine of the 1 
versity of Illinois in 1894, died August 18, agi 
88. After graduation he beeame a member 
the faculty at Northwestern University Medic 
School, from 1932 to 19387 was chairman of t] 
department of surgery, and was made profess: 
emeritus in 1937, At various times he was ¢ 
the surgical staffs of Passavant, Michael Rees 
Wesley Memorial, and Mount Sinai hospita! 
He became a specialist in thyroid surgery an 
surgery for newborn infants. Dr. Richter was 
member of the Western Surgical Association 
and a Founding Fellow of the American Colles 
of Surgeons. 

Roperr Hartey Smiru*, Mahomet, a grad 
uate of the University of Illinois College of Med 
icine in 1930, died August 1, aged 57. He wa- 
a past president of the Burnham City Hospita 
staff, Champaign, and had been president of the 
Champaign County Medical Society, anda 
member of the American College of Surgeons, 

JAMES TULLY SNIDER, retired, Mt. Sterling, a 
graduate of Chicago Medical School in 1923, 
died August 6, aged 70. 

Perry H. Wesse.*, Moline, a graduate otf 
State University of Towa College of Medicine in 


1906, died August 2, aged 75. He was one of 


the pioneers in the use of x-ray and studied 
under the late Dr. Emil H. Grubbe. Dr. Wessel 
was on the staff and a past president of the Mo- 
line Publie Hospital, and a former chairman 
and member of the executive committee for 
many years. He was also a staff member of Mo 
line Lutheran Hospital, and St. Anthony’s Hos- 
pital, Rock Tsland. He served Moline as city 
physician from 1912-1919. and during World 
War I was with the U.S. Medical Corps. He was 
an emeritus member and Fiftv Year Club mem- 
her of the Illinois State Medical Society, a past 
president of the Rock Island County Medical! 
Society, and president for three vears of the 
former Moline Physicians Club. Dr. Wessel held 
memberships in the American Geriatrics Society 
the International College of Surgeons and the 
Fifty Year Club of American Medicine. 

GeorGe EF. Witkrnson*, Alton, a graduate 
of Washington University School of Medicine 
in 1898, died May 28, aged 91. He served on the 
staffs of the Alton Memorial and St. Joseph’s 
hospitals. 


*Indicates member of Illinois State Medical Soctety 
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BOOK REVIEWS 





FreXCH Ss INDEX OF DIFFERENTIAL DIAGNOSIS. 
edited by Arthur H. Douthwaite, ed. 8. $24. 
Pp. 1111. Baltimore, Williams & Wilkins 
Company, 1960, 

French’s book on differential diagnosis was 
first published in 1912. His work was carried on 
hy Arthur H. Douthwaite, M.D., F.R.C.P.. after 
Dr. French’s death in 1951. Dr. Douthwaite, as 
editor, has enlisted the aid of 19 contributors 
to make possible this eighth edition of French's 
Index of Differential Diagnosis of Main Symp- 
toms, 

The suecess of this book has rested with its 
extensive 150 page general index. From here 
the reader obtains the number of places in the 
hook where each disease is discussed and the 
<vmptom is considered, There are 774 illustra: 
tions of which 216 are in color. Many of the 
illustrations are pictures of x-ray films or photo- 
eraphs of patients or pathological specimens. 


T. R. Van Dellen, M.D. 


FUNDAMENTALS OF CLINicaAL HEMATOLOGY. 
Byrd S. Leavell, M.D.. and Oscar A. Thorup, 
Jr, M.D. $10. Pp. 508. Philadelphia, W. 3B. 
Saunders Company, 1960, 

This text on hematology. according to the 
authors, is designed for the beginner in hema- 
iology and for the physician in active practice. 
The authors’ intimate familiarity with the field 
of hematology has led to a comprehensive, vet 
critical coverage of the subject matter. 

A presentation of the morphology, origin, 
chemisiry, and function of blood cells is  fol- 
lowed by diseussions of the normal physiology 
of ervihropoiesis, leukopoiesis and hemostasis. 
The interpretation of pathologic states in terms 


for Ov toher, 1960 


of abnormal physiology are discussed with par- 
ticular reference to their application in diagnosis 
and treatment. The discussion of the clinical 
syndromes is accompanied by short accounts of 
actual cases which illustrate appropriate points. 

Special consideration is given to the diagnosis 
of patients who present the problems of anemia, 
hemorrhagic and purpuric states, or lympha- 
denopathy. The subjeets of polyeythemia, leu- 
kemias, malignant lymphomas, and multiple 
myeloma are well written, concise and important 
diagnostic points are emphasized. A separate 
chapter is devoted to hematologic technies. 

The text is illustrated with photographs, 
photomicrographs, charts, and graphs. The bib- 
liography at the end of each chapter, although 
not exhaustive, is adequate and up to date. In 
general, the common hematologic diseases and 
their diagnoses are emphasized more than the 
rare conditions. The simple and yet comprehen- 
sive descriptions of hematological problems make 
this textbook excellent for both medical students 
and clinicians. 


Louis R. Limarzi, M.D. 


ScureicaAL Errors AND SAFEGUARDS. Max 
Thorek. ed. 5. $25. Pp. 652. Philadelphia, 
J. B. Lippincott Company, 1960, 

Having achieved the status of a fifth edition, 
this volume is now considerably strengthened 
with chapters by, distinguished contributors such 
as Edward Compere, Paul Szanto, and Harold 
Voris. It now comes nearer to its underlying pur- 
poses to warn and guide the surgeon, to show 
him where he can go astray, and to indicate 


where he can apply safeguards to reduce his 


chance of error. 









Ambitious in scope, the book embraces sur 
gical subspecialties as well as general surgery. It 
even forages into anesthesiology in one of its 
best chapters by E. A. Rovenstine and V. J. Col- 
lins. Included is a section on cardiac surgery by 
Arthur Vineberg and his collaborators and a see- 
tion on thoracie surgery by S. A. Mackler. Phil- 
lip Thorek contributes the chapter on the esoph- 
agus and furnishes the posthumous preface for 
his father, Max Thorek. 

Although admirable and unique in purpose, 
the book falls disappointingly short of its mark. 
lt needs thorough editing. Its redundancies of 
text and mistakes such as mislabelling of full 
page illustrations are inexcusable. Inclusion of a 
chapter on surgical treatment of peripheral 
vascular disease is needed if only to remove the 
section on treatment of varicose veins from the 
chapter on orthopedic surgery. 

A revision of this work away from quantity 
toward quality should be the direction of the 
next edition, 


John A Ip Bergan, M.D. 


Ie liza- 


York, 


PSYCHOTHERAPY. 
Vew 


THe List MeryHop oF 
beth Sher, et 


Philosophical Library, Inc., 1960, 


al. $7.50. Pp. 258. 


Various techniques in’ psychotherapy, some 
old and others new, are constantly being explored 
Method of Psychother 


represents a new technique in the field of 


the concept of 


and utilized. The ‘List 
apy” 
with 


psvchoanalysis. It begins 


“milieu therapy.” Eventually the patient enters 
this “therapeutic community.” His feeling of be- 
longing in it or to it is of tremendous value be- 
cause he soon learns that the basie principle of 
the entire method involves the substitution of a 
“program for a problem.” Also therapy does not 
end in the office of the therapist: the patient is 
encouraged to seek continuing education. Inter- 
estingly enough, a few patients have even chosen 
the field of psychotherapy after graduation from 
college. 

List’s school give their 


Six members of Dr. 


comments in as many chapters as the book con- 


tains. Typical chapter headings are “Warmth in 
and “The Reception 


the Therapeutic Process,” 
Room as Therapeutic Community.” Of interest 
is the fact that every therapist trained by List is 
a former patient. 


Louis JD. Boshes, M.D. 


SURGERY OF REPAIR AS APPLIED TO HAND 1Y- 
gurtes. B. K. Rank, and A. R. Wakefield. « d, 
2. $9. Pp. 288. Baltimore, Williams & Wilk as 
Company, 1960. 

For anyone called upon to treat hand injur es 
this comprehensive yet succinct book, author -d 
by two Australian plastic surgeons, is most hig ) 
ly recommended. In 1953 the first edition w is 
acclaimed throughout America and Great Brite .n 
hy surgeons whose main interest is surgery of 
the hand. Although few changes have been made 
in this second edition, thirty-one illustratio is 
were added, and the text was expanded by ~8 
pages, 

ach of the five parts of this book contains 
information useful for an experienced surgeon 
as well as the student, house officer, or general 
practitioner, Since the material is based upon 
the authors’ experiences, the reader is not con- 


fronted with diverse or outmoded methods 
Inanagement, 

Part I contains a concise chapter on surgical 
anatomy and another on the examination and ap- 
praisal of the acutely injured hand. Primary 
treatment of open injuries is covered thoroughly 
in the four chapters of Part IT. 

A third part, called “intermediate treatment,” 
is coneerned with the management of unhealed 
wounds, tissue necrosis and granulating wounds. 
The chapter on re-establishment of joint mobility 
contains illustrations of various types of dynamic 
splints which are easily improvised. 

Secondary reconstructive procedures are pre 
sented in Part IV. which has separate chapters 
tendon and nerve repairs, 


on sear disabilities, 


amputations, and reconstructive procedures for 
mutilating injuries. The last part is devoted to 
the treatment of burns, hand injuries in children, 
and prostheses, 

Although the general principles of treatment 
are the same for all patients, the authors discuss 
the variants in the management of hand injuries 
in children. The aspects of preoperative apprais 
al, operative techniques and after care are pre- 
sented concisely and with authority. 

The text is profusely ilustrated with photo 
graphs of various types of injuries in diverse 
phases of treatment and follow-up care. Careful 
indexing, masterful outlining and conciseness 
make this book a most practical, ready reference 
which should be in every hospital library. 


John L. Bell, M.D. 
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